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COURSE INTRODUCTION | 


India comprises 80 per cent of rural population. There is a great imbalance in provision 
_ of medical care facilities and it has become a great challenge to provide health services 
to underserved population. Primary health care has been considered as the main 
instrument of action for providing Health For All. | 


Primary health nursing addresses to the health needs of the community at all levels of 


-care — primary, secondary and tertiary, in homes, school, health centres and hospitals 
etc. | 


| The course on primary health nursing is divided into four blocks. 


Block 1 deals with the concepts related to Health For All which focus on how goal of 
health for all can be achieved and what type of services are needed to achieve this goal. 
- Block 2 focuses on Family Health Care which focuses on the concepts and services 
provided to the family. Block 3 deals with Maternal and Child Health Care. Study of 
maternal and child health is extremely essential because these constitute the larger and 
vulnerable segment of population. Block 4 explains the various elements of primary 
health care and the role of nurse in providing primary health care related to all these 
elements. : : 


After studying the course on Primary Health Nursing, you should be able to: 
Explain the concepts of Health For All and Primary Health Care, 
Explain the concepts related to Family Health Care, : 


Provide Maternal and Child Health Care, and 
Perform your role as a nurse in providing primary health care. 


BLOCK 1 HEALTH FOR ALL 


_ 
of health services through primary health care approach is ‘ 
dations and guidance provided by the Health Survey and 

i liowed by various committees. The 
Development Committee (Bhore Committee, 1946) fo j : e 
einer Conference held in Alma-Ata in 1978 declared primary health care as the 
main instrument of action towards achieving Health For All by the year 2000 AD. ¥ 


In India the development 
started with the recommen 


Government of India agreed upon the Primary Health Care approach for providing 

. health care services. As health care providers, we all need to understand and/or refresh 
our knowledge and skills related to the concepts of primary health care, and Health For 

All etc. We must also be interested to learn and understand how the goal of health for 

all can be achieved? What type of health manpower and health system is required for 

providing the health services and how should we evaluate such services. ; 


This block is divided into five units. Unit 1 deals with Health Concepts and 
pre-requisites, Unit 2 explains the Primary Health Care concept and principles, Unit 3 — 
deals with Health For All, Unit 4 focuses on Organisation of Health Care System at 
various levels, and Unit 5 explains the Resources, Monitoring and Evaluation of Health 


Services. 


As a distance learner you have to study these materials by self study. We have given 
check your progress questions at appropriate places. These are given to make self 
assessment. We have also given answers to check your progress questions at the end of 
each unit. While working on check your progress questions you should not read through 
these answers. Instead you should make every effort to do them by yourself. We hope 
the information given in this block may heip you in improving your knowledge and skill 
so as to provide effective health care to the people you serve. ~ 


IT 1 HEALTH CONCEPT AND 
PREREQUISITES | 
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0 OBJECTIVES 


In this unit you will learn the concept of health and prerequisites of health. After 
completing this unit, you should be able to: 2 


Explain the concept of health, . 

Define health, | 

List and explain the various dimensions of health, 
Discuss determinants of health, and 

List and explain prerequisites of health. 


1.1 INTRODUCTION ee 


. re ; 

Bouorieo ee 1 oI Teams aE enlge | 
You have already studied the concepts of health in your basic Nursing Programme. Sao boat 
We shall now review and try to build on that in order to help you gain a deeper ») Py oye a 85 
understanding of health. This will enable you to develop knowledge and skill in : eee ¢, - . \ 
promoting the health of the people you serve. . : Destet es (e< 2 
a fundamental human right and a worldwide social goal. 3 ) “\~s A 4 0 
concentrate on the concept and definition of health au va = 
and the concept of positive health and well-being. An individual is said to be ese ee Me 
if he enjoys good health in four areas or dimensions 1.€. physical, mental, social an Ba UN. Bes 
spiritual well-being. These dimensions will be explained in Section 1.3. Health is Le ( 
bes by various interlinked factors. We shall examine how these factors affect 


4 Na 5 ‘ 
ee 


Health is considered 
In this unit, we shall try to 


health in Section 1.4. At the end you will learn about the prerequisites of good health. 
We hope that this knowledge will help you to contribute effectively towards promotion ; 


ae ae 


of health. 


ee 
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Health for All 


professional groups (€.g. biomedical scientists, 


12 HEALTH CONCEPT 7? 
munities have their own concept of health, which 


Mego d, in fact, all com , a 
Every individual an «. The oldest concept of health is “absence of 


‘onship with their cultur $ ‘ 
pean a Be asinine of health is neglected except in conditions of ill-health, 
It is only during the past few decades that health is conceived as a fundamental human 
right and a worldwide social goal; that is it is essential to the satisfaction of basic 
human needs and an improved quality of life. It is to be attained by all people. The 
perception of health varies among the members of a community including various 

social scientists, specialists, health 
administrators, ecologists, etc.) which give varied views on the concept of health. You 
will learn about these changing concepts in the following subsection. 


1.2.1 Changing Concepts of Health 


Health has evolved as a concept from an individual concern to a worldwide social goal 


and encompasses the whole quality of life. A brief account of changing concepts of 
health is given below. Figure 1.1 will give you an overview of changing concepts of 


health. These are : 


7 ~ 
oi ¥ ; 
— ee 


i) | Biomedical concept 
ii) | Ecological concept 
iii) Psychosocial concept 
iv) Holistic concept © 


Biomedical - 
Concept 


Health 
Concept 


Psychosocial 
Concept - 


Fig. 1.1 : Changing concepts of health 


i) Biomedical Concept: This concept stresses the germ theory i.e. disease 
ill-health is caused: due to disease causing organisms. The individual = 
considered to be healthy only if he was free from disease. The REE he 
pair as a machine and disease was considered a consequence of a 

reakdown of the machine; and one of the doctor’s tasks was to repair th 
machine. This concept was criticized on the basis that it had nici ; 


"the role of social, envir 
- health. onmental, psychological and cultural determinants of 


ii) 


iii) 


iv) 


‘This model was found to be inadequate to solve some of the major health Health Concept and 
problems (e.g. malnutrition, chronic diseases, accidents, drug abuse, mental illness, | Prerequisites 
environmental pollution, population explosion). In other words, we can say that 

this concept focussed on the view that diseases can only be caused by the 

organism without taking other causative factors into consideration. For example, 

typhoid, cancer, malaria, hepatitis and accidents all lead to disease and/or ill-health 


_ of a. man; but you will agree that only typhoid, malaria and hepatitis are caused by 


=o whereas cancer and accidents are not. So this concept needed to be 
changed. . 


Ecological Concept: Dubos defined health as the relative absence of pain and 
discomfort and a continuous adaptation and adjustment to environment to ensure 
optimal function, which leads to longer life expectancy and a better quality of life. 
Ecology focuses on mutual relationship between man and his environment and 
visualizes health as a dynamic equilibrium between man and his environment. 
Maladjustment of a human being to his environment results in disease. 


The ecological concept raises two issues, imperfect man and imperfect 
environment. For example, environmental pollution caused by deforestation and 
urbanisation, resulting in water pollution, overcrowding and air pollution creates 
an imbalance between man and environment thus affecting his health. 


Psychosocial. Concept: This concept visualizes health not only as a biomedical 
phenomenon but that it is also influenced by various other factors, e.g. social, 
psychological, cultural, economic and political. These factors are essential in 
defining and measuring health. This health is both a biological and social 
phenomenon. 


If we are physically tired, our capacity to respond to social interactions will be 
diminished. Some studies have shown that single people who live isolated, 
friendless lives, face a much greater chance of becoming ill or dying than people 
with close relatives and good friends. ; 


Holistic Concept: This concept is a synthesis of all the concepts mentioned above. 
It focuses on the impact of socioeconomic, political, environmental and biomedical 
influence on health. It sees the well-being of a person as a whole in the context of 
his total environment. | 


The holistic approach to health insists that total good health and well-being can be 
achieved only by understariding the whole person in a perspective that includes 
physical, mental, social and spiritual dimensions. All these four aspects are not 
separate but they are constantly interacting. In other words, we can say that it 
corresponds to the ancient view that health implies a sound mind in a sound body, 
in a sound family and in a sound environment. | 


We know from our daily experience that problems in one area of our lives affect 
other areas as well; emotional strain and conflicts can lower our resistance to 


illness... 


Check Your Progress 1 


i) 
ii) 


Traditionally health is viewed as absence See Rai ness cessvesnstaenrs ; 


Changing concepts of health include 


ease - cans eee ecapensrsssesnessenantes LA eee 
Tick (Vv) the diseases caused by an organism: 

a) Malaria | 

b) Typhoid 
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1.2.2 Definitions of Health 


c) Cancer 
d) Poisoning 
e) Hepatitis 


f) Accidents 
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We understand the meaning of health but still we find difficult to define it. Different 
people have different perceptions of health. Some feel, that when an individual is free 4 
from any sickness or disease he is healthy; others feel that an individual is said to be 
healthy if he is able to perform activities of daily living normally. Still others feel that 
an individual is healthy if he is well adjusted in social life and can function effectively 
even in stressful situations. What exactly is meant by health? You will be able to 
understand better if you go through the following definitions. aS. 


~ Health is defined as: 


a). The cor disons of being sound in body, mind or spirit and especially free from 
; physical disease or pain (Webster). 


b)  Soundness of body or mind; that condition in which their functions are duly and 


efficiently discharged (Oxford English Dictionary). 


c) Acondition or quality of the human organism expressing its adequate functioning 
in_given conditions — genetic and environmental. 


d) “A state of relative equilibrium. of body, form and function which result 


- from its successful dynamic ¢justment. to forces tending to disturb it. 
It is not passive-interplay between body substance and forces impinging © 
upon it but an active response of body forces working towards readjustment.” 
(Perkin) — . ‘ 


The above mentioned definitions give varied views of health. We shall now try to look 
into the most widely accepted definition of health given by World Health Organisation 
(WHO) which states: | | 


| Health is a state of complete physical, mental and social well-being and not 
merely an absence of disease or infirmity. ; 


as 


If you look at the definition carefully, you will realize that three aspects or 
dimensions emerge from it. These are: (a) Physical (b): Mental and (c) Social. 


Physical well-being means having the physical strength, endurance and energy to 
work towards your goals. Mental well-being is ability to cope with the world in a 
way that brings you satisfaction; social well-being means development of 
relationships with others — both with people in your immediate surroundings 

and with the larger community through cultural, spiritual and political 

activities, | 


This also implies that goal of health now calls for not only the cure or alleviation 
of disease. It calls for even more than prevention of disease. Rather it looks beyond, to 


strive for maximum physical, mental, and social efficien indivi 
; ek ‘ cy for th 
his family, and for the community, . “ individual, for 
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Health Concept and 
: Prerequisites 
i) Health is defined as a state of relative ..................... of body, form and 


functions by its dynamic adjustment to forces that disturbs it. 
li) Health is defined-by the World Health Organisation as: 


Seesceeeecsesesreseecs 
ee 
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e@eeeeresreeseesesese 
POOH OHHH EEE TOTES ESEHHESHESEHHEHESEHOLOE EEE EEHH EHH OEE SESE EEE SHEE HEE SEE HHOEEH EEE EES HOOE 
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1.2.3. Health as a Relative Concept 


- Health is a relative concept; this may be due to ecological conditions and the fact that 
standards of health vary among cultures, social classes and age groups. 


This implies that health is not an ideal- state and there are no international standards 
fixed for health. We cannot say that individuals of the same age, belonging to different - 
countries and cultures will have the same health standards. There may be variations in 
weight and height of an individual belonging to different countries and socioeconomic 
groups but both will be healthy. We can further clarify this concept by the following 
example: 


A new born baby in India weighs 2.8 kg. on an average compared to 3.5 kg. in 
the developed countries and yet compares favourably in health. 


1.2.4 Dynamics of Health aes 


The concept of health dynamics visualizes health as a dynamic phenomenon and as a 
process of continuous change, i.e. the health of an individual keeps on changing and is 
not static. It varies within a continuum that ranges from optimum well-being to various 
levels of dysfunction including the state of total dysfunction, namely death. Health and 
sickness form a continuum ranging from total well-being to death with many 
intermediate stages. : 


You can also say that health is a dynamic quality of life rather than a static entity. No 
longer is the individuals thought of as being “healthy ” or “ unhealthy ”. Individuals 
might function normally throughout a day with varying degrees of efficiency, depending 
upon the many factors which affect their state of well-being which fluctuates on a health 


continuum rather than remaining static at one point (see Fig. 1.2). 


Optimum well-being 


Fluctuation 


of individual health 


Time 


Fig. 1.2: Health continuum 


Ylealth is not merely a continuum of physical well-being or of mental, 
spiritual or social well-being but a combination of all four dynamically 


interrelated. 


If you look at Fig. 1.3, you will find that health and sickness lie along a continuum. 
The lowest point of the scale is death and the highest point corresponds to positive 
health. A person may be healthy today but may fall sick tomorrow. The transition from 
optimum health to ill-health can also be rather gradual. 


Positive health 


Health for All 
Better health 


Well-being 
Freedom from sickness 


Unrecognised sickness 
Mild sickness 


Severe sickness 


Death 


Dysfunction 


_’ Fig. 1.3: The Health and Sickness Scale _ 


Check Your Progress 3° 
i) State true or false (use T for true and F for false) 


a) Standards of health vary among cultures, social classes and age groups. 
b) There are no fixed international standards of health. 
c) Health is static. : 


ii) The health of an individual keeps on changing on a .................008. 
ranges from optimum well-being to various levels of dysfunction. ~ 


1.3 DIMENSIONS OF HEALT 


The definition given by WHO as mentioned above (in sub-section 1.2.2) covers three 
dimensions of health, i.e. physical, mental and social (Fig. 1.4). But as per the advances 
in knowledge you can think of more dimensions which could be spiritual, emotional, 
vocational and political, etc. Of these we shall focus mainly on three dimensions and 


also the spiritual dimension. 


Physical , z 


Fig. 1.4: Dimensions of Health 


1.3.1 Physical Dimension 


. bee functioning of a body or we can say that it is a state of health in 
Aaeeneiey ee of the body functions at optimum level and there is a balance in 
| eoailesin _ in Organs and the systems of body. Physical health includes a good 
at |, Clean and healthy skin, good body maintenance, good clothing, cleanliness, 
appetite, happy disposition, sound sleep, regular activity of bowels and bladder. 


Other signs includ 
€ normal puls 
pierdine pulse rate at rest, normal blood pressure and normal 


We spoke about physical health and ; as 
; and its c ' 
of physical health which includes: pet na = shall talk about assessment 


- — self assessment of Overall health 


— general observation 

— clinical examination 

— hutrition and dietary assessment 

— biochemical and laboratory investigation. 


You will know more about this under Block 2 in Family Health Care and in your 
courses in II year. ? 


If you are working in a community, the overall health status of the community can be 
assessed by knowing the mortality rate and life expectancy of the community. 


1.3.2 Mental Dimension 


As we said that health is more than mere absence of illness, similarly we can say that 
mental health is not merely the absence of mental disease or mental illness. Mental 
health and physical health are interdependent. A poor mental health adversely affects the 
physical health and vice versa: Mental health is the ability of an individual to adjust to 
varied situations and to respond to varied experiences with a sense. of purpose and with 
flexibility. Mental illness is not simply the absence of mental illness but it is the ability 
to find happiness and fuifillment to adjust and change and to grow throughout one’s life. 


Mental health is happiness; the ability 


eS to get along with other people 
e@ to cope up with ihe demands of the world without undue stress 
® to be satisfied with the sense of achievement and personal fulfillment. 


Mental health has been defined as: 


e a sState of balance between the individual and the surrounding world 


® state of harmony between the individual and the surrounding world 
e@ state of harmony between oneself and others 
© 


a coexistence between the realities of self, those of other people, and the 
environment. ! ; 


“Mental ill-health can lead to disturbances in physical and psychological functioning of 


body and may lead to illness like hypertension, peptic ulcer and bronchial asthma. 


_ We hope you have now understood the definition of mental health. We will now 
_ explain the characteristics or attributes of a mentally healthy person. 


a) A mentally healthy person is free from internal conflicts, he is not at ‘War’ with 


_ of a family, community and the wor 


himself. | am 

b) He is well adjusted, i.e. he is able to get along weil with others. He accepts 
criticism and is not easily upset. 

c) He searches for identity. 

d) He has a strong sense of self esteem. 

e) He knows himself, his needs, problems and goals. 

f) — He knows his strengths and weaknesses. 

He has good self control—balances rationality and emotionality. 

h) _-He faces problems and tries to solve them intelligently, ie. problems of stress and 
anxiety. 


1.3.3 Social Dimension 


cal and mental dimensions. Now we come to the third 
ial health. This aspect. visualizes the individual as a member 
1d and focuses on the well-being of a person 


We spoke about the physi 
dimension of health, i.e. soc 


socially and economically. 


Social well-being has been defined by J.E. Park as: 


“The quality and quantity of an individual’s interpersonal ties and extent of | 


involvement with the community. 
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es harmony and integration within the individual, 


, : -being impli or 
This means that social well-being mpi bers of society and between individuals and the 


between each individual and other mem 
world in which they live. 


The social dimension includes practising social skills, social functioning and the ability 
of a person to see himself as a member of larger society. 


If you try to recall the discussion on the dimensions of health, you will realize 

that all the three are interrelated and interdependent. We cannot take them in 
isolation. If an individual is physically unhealthy, this will affect his mental 

health as well as social health and vice versa. If physical health is affected, there 
will be imbalance within the individual which will affect his mental as well as social 


health. © 7 
1.3.4 Spiritual Dimension 


You will agree that another important dimension which could be examined is the 
spiritual dimension. This includes a study of principles of ethics, beliefs, purpose 
in life and commitment to some higher being. Spiritual well-being is not in isolation 
from mental well-being of a person. It is now believed that spiritual values 
influence our behaviour and mental well-being e.g. if you do meditation, it helps to 
keep you free of mental worries and stresses of daily life and gives freshness and 
peace of. mind. 


To sum ip the above discussion on dimension of health we can say that the individual 
functions as a whole or as an integrated unit with each dimension of health having an 
influence upon other dimensions. For instance physical illness has an effect on one’s 
emotional well-being, spiritual state and social relationships. The psychosomatic aspects 
of health also illustrates dynamic interrelation among these dimensions of health. For — 
example, an individual beset with social and emotional problem has a physical problem 
of high blood pressure or peptic ulcer. 


All the concepts related to dimensions of health introduce us to the concept of positive 
health which can be stated as follows: | 


If an individual is in a state of well-being biologically, psychologically, socially 


- and spiritually he is said to have positive health. 


The next question is: what are the factors that affect the health of an individual? The 
answer to this question is given in Section 1.5, i.e. determinants or factors affecting 
health. : 


Check Your Progress 4 
Ne What are the main dimensions of health? 


OS re ath mR es 


ii) \Fill in the blanks: — 
a) Physical well-being means optimal ee Ree of beaks and there is 
a balance within the organs and systems of body. 


b) Mental health is the ability of an individual to 
Situations. 


CSRS SSS SSO SESE SE ES OROES 


c) Social well-being implies harmony and ...;.................... ... Within the 


‘individual, between individuals and other members of society. 
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14 DETERMINANTS OF HEALTH 


The health of an individual is affected by factors within the individual and within the 
Society in which he or she lives. These factors may be health promoting or deleterious. 
These factors are given below (Fig. 1.5). 


Environment 


Life Style 


Determinants 
of 
Health 


_ Health and family © _ Socioeconomic : 
welfare services conditions 
Fig.1.5: Determinants of health 


Heredity 

Environment 

Life Style 

Socioeconomic condifions | 

Health and family welfare services 


® ® © @ ®@ 


We shall now discuss these determinants in detail. 
1.4.1 Heredity | 


_ An individual’s physical and mental characteristics are inherited from his parents and 
these physical and mental traits of an individual are determined by genes during 
conception. The health of the mother, her nutritional status, the drugs she takes and the. 
investigation she undergoes influence the health of the foetus. The genetic characteristics 
t be altered after conception and the genetic influence of the parents can lead to ° 
some genetic disorder in the child, which could be chromosomal anomalies like, 
haemophilia and Down’s syndrome, errors of metabolism and mental retardation, etc. 
Thus the health status of an individual depends to some extent on his genetic 


constitution. 
1.4.2 Environment | 


Environment refers to the surroundings in which an individual lives. The environment 
may be internal as well as external. The internal environment or microenvironment ab 

_ pertains to the tissues, organs and systems of the body and the harmonious relationship 
‘between them. The external environment or macroenvironment consists of all those 
things to which an individual is exposed after conception—such as, air, water, food, 
housing, etc. Environment is divided into three components: physical, biological and 
psychosocial; each of these have a direct impact on the physical, mental and social well- 
being of human beings. Now we shall have a quick look at different types of 


environment. 


- canno 


i) Physical environment ~ 


Physical environment includes housing, water, air, light, noise, excreta disposal, etc., 
with which man is in constant interaction. A defective physical environment continues 


to be a major health problem in developing countries including India. 


* 
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ollution, noise pollution and 


llution, air p 
uld be water pollu the example given below. 


hazards co ee 
The environmental haz her try to explain this with 


urbanization, etc. We shall furt : a 
n an environment where there are no ara pay. no 

i of refuse and excreta and no water supply. . 
ee yon a imagine the hazards that man will be — to in. 
this physical environment which will affect his health. These pees “— on 
diarrhoea, cholera, typhoid etc. On the contrary, if he i : : bess 
proper sanitary conditions, he is less exposed to hazards of heaith. 


Consider that if a person lives i 


ii) Biological environment | 
| all living things which surround man, including man 
e viruses, bacteria, insects, rodents, animals and 

ervoirs of infection, 


Biological environment includes 


himself. The living things may b 
plants — some of which may act as disease producing agents, res 


intermediate host and vectors of diseases in their interaction with man. 


iii) Psychosocial environment 


Psychosocial environment refers to the people who live around the individual — may be 
at home, at school, at workplace, at neighbourhood and in professional organisation. 
This implies. that man is a member of a social group, member of.a family, of a caste, of 
a community and of a nation. If a person has healthy interactions with all these groups 
he feels healthy and happy. If he is frustrated in his interactions he feels mentally 


unhappy, which affects his health. : 
1.4.3 Life Style 


Life style refers to the way of living or the way the people live. It reflects social values, 
attitudes and activities of an individual. It refers to the way we behave, work, eat, rest, 
sleep, and perform other activities of daily living. It consists of cultural and behavioural 
patterns and personal habits of an individual. Life style affects the health of an . 
individual. A healthy life style helps to promote health and a poor life style has ill ses 
effects on health. For example in India due to persistence of a poor traditional life style, 
there are risks of death and illness connected with lack of sanitation, poor nutrition, 
personal hygiene habits, customs and cultural patterns. Some life styles can promote 
health, e.g. adequate nutrition, enough sleep, sufficient physical activity, adequate 
education and employment. : 


Many of our health practices are those that we have learnt from our parents or have 
adopted at an early age. These have become so intricately woven into the fabric of our 
current health behaviours that to become aware of them and their possible harmful 
effects requires a conscious effort to examine our lives from the perspective of health. 


We further have to make a concerted effort to change habits which die hard, e.g. 


dangers of cigarette smoking are well known; every cigarette pack carries a warning that 


“Cigarette smoking is dangerous to health’ and also there are media campaigns to alert _ 


people to this danger; but despite this people continue to smoke. 


Another factor is the quality of modern life styles which are often the source of health . 
problems. Due toa fast moving life, man is exposed to stress and strain which are 
caused by pollution, poor nutrition and psychological stress. . 


1.4.4 Socioeconomic Conditions 
The health of an individual is determined by his socioeconomic development, e.g. per 
capita G.N.P., education, nutrition, employment, housing and the political system of the 
country. We sall glance through these components to have an overview. 


) Economie status: This is an important factor in seeking health care as it determines 


the purchasi ivi i ily si i 
5: : mg power, standards of living, life style and family size—which affects our 


ae Education: This is a major factor which influence health. Illiteracy leads to 
pe yi: Aro can result In poverty, malnutrition, high infant and child mortality rates 
tc. Even if the health facilities are available the people, because of ignorance, will not 


be in a position to avail th bus 
ill-health. em. They also will not have healthy habits, thereby leadi 2 tn 


ii) Be eeren: This is a crucial factor which determines health. A person who is 
=. ved in some productive work or is employed will be healthy as compared to one 
who is unemployed; because unemployment means loss of income and inability to meet 
even basic needs. This can result in physical as well as mental damage. 


iv) Political system: The health system is influenced by the political system of the 
country. Implementation of health technologies, choice of technology, resource 
allocation, manpower policy, and the degree of availability and accessibility of health 

_ Services depends, to greater extent, on political will and political decisions. This affects 
the health of a community as a whole. Poor health patterns can only be changed by 
changing the entire socio-political system in a given community. The health hazards of 
the people related to their working and living environments can only be removed by 
social, economic and political actions. : hee 


1.4.5 Health and Family Welfare Services 


The health services cover a wide range of individual and community services for 
prevention and treatment of disease and promotion of health. Health and Family Welfare 
Services aim at improving the health status of a population. This concept is clarified in 
the following example: | 


Immunizing the children can reduce the threat of incidence of communicable diseases 
like Polio, Diptheria, Whooping cough. Water-borne disease can be prevented by 
provision of safe and wholesome water supply to a community. Maternal and child 
health services will help to reduce the morbidity and mortality. in women and children. 
If we analyze the above examples we can conclude that immunization provision of safe 
water, and care of pregnant women are the health and family welfare services 
preventing communicable disease, water-borne disease and infant and maternal mortality 
which is the ultimate goal of the health services. 


- Check Your Progress 5 


i) List the various determinants of health. 
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ii) — Recall any situation in your social environment which has made you feel happy. 
_ Give two reasons for your happiness (use the blank space for writing the answer). 
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1.5 PREREQUISITES OF HEALTH 


got a better idea about the determinants of health i.e. what 
factors affect the health of an individual and the community as a whole. Having 
assimilated all these ideas, you are now in a better position to identify some of the 
prerequisites of health. These could be identified at three levels. 


We hope you have now 


i) at the level of individual 
ii) at the level of the environment 


iii) at the level of the society 
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Health for All Let us elaborate each level, as follows: 


be healthy, an individual has to 


At the level of individual: In order to 
d care of each body part, 


i) 


r 
bs 


follow hygienic practices which include cleaning an 
clothing, footwear, etc, 


e take a well balanced diet, 
avoid unhealthy practices — overeating, undereating, 


weeny 
Hs 


smoking, drinking, using 


; drugs, immoral behaviour, | 

@ take good rest, sleep well, do active and passive exercises and select healthy 
recreational activities; and 

s resort to preventive screening and take immunizations. 


ii) At the level of the environment: The prerequisites for a heaithy environment 


include: 

@ Sanitary housing 

e Safe water supply 

e@ Clean air 

e — Standard light and sound 

e Safe surroundings ie proper measures to avoid accidents 

e Proper disposal of excreta : Fy 
@ Good placement of school, hospital, recreation facility, markets, parks, — 


trees, slaughter houses, etc. 
e Removal of harmful vectors. 

iii) At the level of the society: As you know, an individuai cannot be healthy, if his 
social environment i.e. the harmonious relationship and adjustment with his ; 
surroundings, is not good. So to enjoy positive health, an individual should seek: 

Good social relationship and working condition in the family; 
Healthy relationship and good working conditions in the workplace; | 
- Good social relationship with the neighbourhood; and 


Association with professical organisations. 


16 LET US SUM UP 
In this unit, we have discussed the concept of health which traditionally means the 

_ absence of disease. The definition of health by WHO which states “Health is a 
state of complete physical, mental, and social well-being and not merely the absence 
of disease.” Relative concept of health, i.e. we cannot set international standards of 
health and the health of an individual varies from culture to culture and country to 
country. We also explained dimensions of health, i.e. physical dimension which 
refers to the physical well-being of an individual; mental dimension refers to the 
ability of an individual to adjust to varied situations and act purposefully and the 
Social dimension which relates to the relationship of an individual with the society or 
the people with whom he lives. If an individual experience well-being in all these 
dimensions, he is said to enjoy positive health. You have also learnt about the 
determinants of health which include: heredity—the effect of genes on the physical 
and physiological characters of an individual; environment, i.e. physical biological — 
and psychosocial environments of the individual which influences health and his life 
Styles or ways of living (the standards of living, i.e. eating, behaving sect sleep, etc.); 
socioeconomic conditions, i.e., level of income and education which affect the ae al 
health of an individual and health services which cover individual and community - 
Services for prevention and treatment of disease. At the end, we talked of : 
prerequisites of good health which include healthy and hivaienie ractices d 
environmental condition and social well-being. r ie 
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1.7 GLOSSARY Health Concept and 


. | Prerequisites 


Adaptation : Change or response to stress of any kind; may be normal, 
self protective, or developmental. 
Agent | : Causative factor invading a susceptible host through a 
favourable environment to produce disease. 
Bacteria : Single celled organism that reproduces asexually. 
Culture : Standards for decisions on what is, what can be, how to feel, 


about it and how to do it. 


Cultural values : The prevailing and persistent guides influencing, thinking and 
actions of people within a culture. 


3 Gene 3 basic unit of genetic information located on the chromosome. 


18 ANSWERS TO CHECK YOUR PROGRESS 


Check Your Progress 1 

i) Disease 

ii) a) Biomedical concept 
b) Ecological concept 


c) Psychosocial concept 
d) Holistic concept 


ili) a,b,c 


iv) The holistic approach to health is achieved by understanding the whole person in a 
perspective that includes physical, mental, social and spiritual dimension. 


Check Your Progress 2 

i) Equilibrium 

ii) Health is a state of complete physical, mental and social well-being and not 
merely and absence of disease or infirmity. 


Check Your Progress 3 
fay g) «Troe 
b) True 
c) False 
ii) . Continuum 
Check Your Progress 4 
i) aj Physical 
b) Mental 
c) Social 
d) Spiritual 
ii) a) Functioning 
b) Adjust 
c) Integration 
. Check Your Progress 5 
i) a) Heredity 
b) Environment . 
c) Life style 
d) Socioeconomic conditions 
c) Health and Family Welfare Services 


ii) Write your own. V7 


UNIT 2 PRIMARY HEALTH CARE — 
CONCEPT AND PRINCIPLES 


Structure 


2.0 Objectives 

2.1 Introduction 

2.2 Primary Health Care — the Concept 

23 Definition and Elements of Primary Health Care 
2.3.1. Definition 
2.3.2 Elements of Primary Health Care 


2.4 Principles of Primary Health Care 


2.4.1 . Equitable Distribution of Resources 
2.4.2 Manpower Development 
2.4.3 Community Participation 
2.4.4 Appropriate Technology 
2.4.5  Intersectoral Coordination ; 
2.5 Role of the Nurse in Promoting Primary Health Care 


2.6 Let Us Sum Up 
2.7 - Answers to Check Your Progress 


2.0 OBJECTIVES — 


In this unit you will learn about the concept of Primary Health Care (PHC) and the 
related principles. On completion of this unit, you should be able to: 

Discuss and explain the concept of primary health care, 

Define primary health care, : 

List the elements of primary health care, 

Explain the principles of primary ‘.ealth care, and 


Explain and illustrate the role of a nurse in promoting primary health care. 


‘ 


2.1 INTRODUCTION 


In Unit 1 you have learnt about the concept of health and prerequisites for good health. 
You were explained that health is a state of physical, mental and social well-being of an 
individual. It is not merely the absence of disease or infirmity. You have also : 
understood how health is affected by many factors, like heredity, environment, ways of 
living, socioeconomic status, health services etc. Now you may be interested to know 
how an individual or community can attain these three important dimensions or aspects 
of health: namely, physical, mental and social well-being. ‘The answer to this question is 


given in this unit i.e. by focussing on primary health car indivi 
desirable level of health. = © so that individual can attain a 


You know that during the last two decades the common slogan for health, in all 
countries, has been “Health For All”; and India is politically committed to achieve 
this goal. The Alma Ata Declaration has stated that primary health care is = 
the strategy to achieve this goal. In this unit you will learn about the concept 

of primary health care, which is considered to be an essential care, which : 
acceptable, accessible and affordable to an individual, communit oad th . 
country as a whole. You will also learn about Alma Ata =a Sa Be & 
components of primary health care. The principles of primary health car s 
explained in Section 2.5. At the end we will discuss the role of the nur — 
promoting primary health care. | = 


ce RSET a 


2.2 PRIMARY HEALTH CARE — THE CONCEPT 


— ages heard and learnt about primary health care and all of you are providing this 
: in € areas of your practice i.e. hospital, clinic or community setting. Before we 
Start the discussion on this concept, you should try to decide which kind of care the 
hurse is providing in each of the situations described below: 


* A nurse assisting a Surgeon in mitral valvotomy in a specialised institution; 
« A nurse assisting a doctor while doing appendectomy in a district hospital; and 
a A Female Health Worker immunizing a child at a subcentre. 


If you think for a while, you will be able to realize that the female health worker is 
providing primary health care but the other two nurses are engaged in secondary or 
tertiary care. 

Primary health care is now a widely disseminated concept, but most of us are still not 


clear as to its current meaning. We shall, therefore, try to explain how the concept of 
PHC has evolved. 


You know when a new programme or technology in any area is implemented, it 
becomes imperative to evaluate its effectiveness. It is the same with health care 
approaches. Primary health care has evolved from re-examination and evaluation of 
existing health care approaches and assimilation of new experiences. The 
implementation of new knowledge and technology in terms of vertical programme. for 
eradication of disease did not achieve expected results and it was realized that there 
was a need for establishment of permanent health services in rural areas to deal with 
the day-to-day work in the control and prevention of diseases and promotion of health 
(see Fig. 2.1). : 


Conceptualization of Basic 
Health Services accessibility 
and availability of health 

services in rural population 


Re-examination and evaluation 
of health services; correlating 
health with economic 
development. 


CONCEPT OF 
PRIMARY 
HEALTH CARE 


International Conference 
on Primary Health Care 
Alma Ata Declaration 


Shift of emphasis on 
Preventive approach from 
Curative approach, urban 
to rural, privileged to 


underprivileged and 
unipurpose to multipurpose 
workers. 


Fig. 2.1: Concept of Primary Health Care 


s priority health problems required development of new’ 
Hence the approach in health services was shifted from 
curative 10 a preventive approach; from urban to rural populations; from privileged to 
the underprivileged; from unipurpose to multipurpose workers and from vertical mass 
cainpaigns to a system of integrated health services forming a component of overall 


socia) and economic development. 


It was realised that the world’ 
approaches for their solution. 
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on health services to Basic Health Services 

970. This concept focused on ripehete 
accessibility and availability of health services to the rural > appaint phim 
developing countries. It was conceived as first level care “ Fe erie 
Now the concept of Basic Health Services paved the — Bi Mech pegs 
Care; the ideas contained in Basic Health Services were : e€ iP svete § 
accessibility, availability, acceptability, affordability and approp 


health services. 


Based on this, a shift in emphasis 
Approach was conceptualised in 1 


In May 1977, the Thirtieth World Health Assembly adopted a resolution in which it 

a decided that the main social target of pai - sf ¢4 World bivies, fs 
ization i i be “Health For y the year 2 3. 

Organjzation in coming decades should 

The basis of “Health for All” strategy Le ie rane ee ‘cilia 

i ional conference on primary health care was eld a Alm SR 

by WHO and UNICEF. This led to the concept of Primary Heaith Care. This concept 

* PHC was recommended by various health committees in our country starting from 


1946. 


We shall briefly highlight the recommendations of these committees. 


If you review reports and recommendations of various committees on health you will 
realize that the concept of primary health care dates back to various Health Committees 
constituted from time to time. Among these, the Bhore Committee (1946), Mudaliar 
Committee (1961), Multipurpose Health Worker Scheme, Kartar Singh Committee 
(1974), Community Health Worker Scheme (1977), serve as milestones in the history of 
Primary Health Care in India. We will not go into the details of these Committees but 
just take a brief look at the suggestions made by each. 


© The Bhore Committee, also known as Health Survey and Development Committee, 
besides suggesting a health system design, laid special emphasis on certain basic ~ 
essentials like suitable housing, sanitary surroundings and provision of safe 
drinking water. You can appreciate that these essentials are now the components 
of PHC. . 


e A Community Development. Programme was launched in October 2, 1952;. 
and it was proposed to establish one Primary Health Centre with three subcentres 
for every Community Development Block covering a population of about 60,000. 
Primary health centres were conceived as the nuclei for providing the services like 
medical care, control of communicable disease, maternal and child health (MCH), 
environmental sanitation and collection of vital Statistics through the network of 
subcentres. So you can understand that PHC concept was stressed here also. 


© —_Next'we come to the Health Survey and Planning Committee (Miidaliar’ 
Committee, 1961) which studied the functioning of Primary Health Centres and the 
progress made. Besides other recommendations, the committee suggested greater 
use of auxiliary health personnel. . . 


e On the recommendations of the Kartar Singh Committee (1973), Family 
Planning and MCH were integrated. Our government decided to adopt an 
integrated approach towards the delivery of health services by introducing the 


multipurpose health worker scheme and the utilisation of services of health 
supervisors. 


@ Minimum Needs Programme was introduced during the Fifth Five Year Plan 
(1974-79) to give priority to development of rural health services. During the 
Fifth Plan, the health components consisted of: establishment of one PHC for 
each Community Development Block and one subcentre for every 10,000 
population; making up of the deficiencies in buildings including residential 
quarters for PHC staff; provision of drugs and upgradation of one PHC. 


(in every four PHCs) to 30-bedded Rural Hospital known as Community 
Health Centres. 


Look at Fig: 2.2. You will get a clear idea about the development of PHC concept. 
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Basic essentials like housing, 
sanitary surroundings. | 
Provision of stafe drinking water. 


Bhore Committee 


1946 ; 
Creation of Public Health.Nurses in 


the Primary Health Centres. 


Greater use of auxillary personnel 
for carrying out routine duties 

rather than by highly trained doctors. 
Manpower development, 

training of nursing personnel at 
different levels of service — 
professional and auxillary. 


Mudaliar Committee 
1961 


_ Multipurpose health worker scheme. 
Integrated approach towards delivery 
of health services by introducing 
health worker scheme and utilization 
of services of supervision. 

Increase in the auxillary nursing 
personnel. 


| Kartar Singh Committee 
1973 


Establishment of one PHC for each 
community development block and 
one subcentre for 10,000 population. 


V Five Year Plan 


Mini aaa ai Provision of drugs, upgradation of one 
pes SREP PHC in every 4 PHCs to 30-bedded 
Programme 


Rural Hospital known as Community 


Health Centre. 


Fig. 2.2: The development of PHC concept 


This clearly indicates that PHC concept has its roots in the initial stages of our national 
health care approach. Ultimately, after reviewing the health situation from time to time, 
World Health Assembly, in its meeting in May 1977 decided that in coming decades the 
slogan for all the countries should be to achieve the goal of ‘Health for All (HFA) by 
9000 AD’. It was only after that the Primary Health Care (PHC) was considered to be 
the strategy to achieve this goal. Later on, in 1978 an International Conference on PHC 
was organised at Alma Ata in USSR, jointly by WHO and UNICEF, which made many 
declarations in addition to defining Primary Health Care (PHC). We. hope you may be 
interested to go through these recommendations which is given in Appendix=1 and then 


we shall turn our attention to the definition and elements of PHC. 


With all the above concepts in mind, let us now concentrate on the definition of PHC. 


Check Your Progress 1 


i) 


What is meant by Basic Health Services? 
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2.3 DEFINITION AND ELEMENTS OF 
PRIMARY HEALTH CARE 


q 
1a 5 Ben Se ~abeatege = “ 


2.3.1 Definition 


Primary Health Care is defined in Alma- 
Declaration states: 


Ata Declaration (1978). The Alma -Ata 


health care based on practical, scientifically sound 
de universally accessible to 
! ble methods and technology ma acces: 
oA cunts seat ae in the community through their full participation v2 at a 
ae the community and country can afford to maintain at every stage of their 


development in the spirit of self-reliance and self-determination- 


Primary Health Care is essential 


If you look at the definition, you will find that it involves : 


accessibility, which means, continuing and organised supply of > that is 

geographically, financially, culturally within easy reach of the whole 
ae impli ropriate and adequate in quality and 

: sai pee a ikueed oe oa has to be provided by eter. 
acceptable to them within their socio-cultural norms; 

e affordable implies that whatever the methods of payment used, the services should 
be affordable by community and country; 

@ appropriate technology which means using appropriate methods, techniques and 
locally available supplies and equipment which together with the people using 

them can contribute significantly to solving a health problem. eee 


Primary health care is based on socially accepted methods which the country can afford. — 
Thus self-reliance and self-determination are emphasised. 


Thus we can say primary health care is a practical approach to making essential health 
care universally accessible to individuals, families and community in an acceptable and 
affordable way and with their full participation. 


The significance of PHC is to have contact with members of the community for 
providing continuing health care in the light of national health system. 


PHC focuses on promotive, preventive, curative, rehabilitative and emergency care to 
meet the main health problems in the community, giving special attention to the 
vulnerable groups such as mother and child. _ 


So combining all these ideas of Primary Health Care, we can briefly say that PHC is 
based on socially accepted methods which the country can afford. Thus self-reliance and - 
self-determination are emphasized. 


Check Your Progress 2 


| 1) Define Primary Health Care. 
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) | € key words in primary health care are Primary Health Care — 
3 ‘ Concept and Principles 


ili) Tick ( V ) the appropriate PHC activities, from the list given below: 
a) A nurse is assisting the doctor in mitral vaivotomy. 


b) A nurse is giving an intramuscular injection of antibiotic to an adult patient 
having pneumonia. 


c) AN urse is giving post-operative care to a patient who has undergone 
appendictomy. : 


d) A female health worker is immunizing a child at a subcentre. 
e) A hurs€ is giving Inj. T.T. in the hospital emergency room to a child who met 
with a road accident... 


— 


2.3.2 Elements of Primary Health Care 


We hope our discussion on concept and definition of PHC may have benefited you. 
Now you will be interested to know what does this Primary Health Care include 
or what type and what level of care is involved. The eight essential elements 

or components of Primary Health Care as outlined in the Alma-Ata Declaration 


* Education concerning prevailing health problems and-the methods of preventing 
and controlling them; 


Promotion of food supply and proper. nutrition; 

An adequate supply of safe water and basic sanitation; 
Maternal and child health care including family planning; 
Immunization against major infectious diseases; 

Prevention and control of locally endemic disease; 
Appropriate treatment of common diseases and injuries; and 


Provision of essential drugs. 


We shall only list these elements here. These are described in detail in Block 4 of this 
_ course (HS IT1, Block 4, Units 1-6). 


‘Hope you have got the idea of the components of Primary Health Care. In order to 
achieve the target of Health For All (HFA), every health professional should be 
committed and concerned with the above care context so that he makes it a part of his 


daily health care practice. he 
Check Your Progress 3 
i) | Which of the above mentioned components do you think nurses have a major role 
to play? 
ii) | Select one component and give two reasons. 
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i : in the light of experience, 
lude, primary health care has evolved partly in ! 
nie wie ree gained in basic health services in a number of countries. 
With this understanding and definition of Primary Health Care and its sonia we 
introduce you to the principles of Primary Health Care which are given below. a 


Health for All 


2.4 PRINCIPLES OF PRIMARY HEALTH CARE 


g of the five basic principles which provide the framework 


iption and meanin | : 
The description Approach can be summarized as follows: 


of the Primary Health Care 
i) Equitable distribution of resources 


ii) | Manpower development 
iii) Community involvement or participation 
iv) Appropriate Technology 

v)  Intersectoral Coordination 


These principles are indicated in Fig. 2.3. Let us now briefly discuss each of these 


principles. : 


PRINCIPLES OF 
PRIMARY HEALTH - 
CARE 


Community 


Equitable M wer - : Appropriate 
ge etation pipe aia amed technology 
of resources or participation; ; 


Fig. 2.3: Principles of PHC — | 


2.4.1 Equitable Distribution of Resources 


As you know, the attainment of a high level of health is the fundamental right. of an 
individual or you can also say that all human beings have an equal right to health. You - 
will be interested to know how people can ensure this right. The answer is that all the 


_ people of the world/country should be provided with equal opportunities to develop 


health to the fullest and to maintain i.. 30 we can say that equitable distribution means 
that health services must be shared equally by all people irrespective of their ‘ability to 
pay; and all the people—rich or poor, rural or urban—must have access to the health 
services. | aa 

It you look at health statistics you will find that the health situation as indicated by 
health status indicators, e.g. Infant Morality Rate (IMR), Maternal Mortality Rate 
(MMR), Birth Rate (BR), Death Rate (DR), etc. is lower in urban areas than in rural 
areas. Why this difference? It is because health services are mainly concentrated in cities 


and towns thus resulting in inequality of care for rural people. These statistics reflect 
how health related resources are distributed within the countries—including access to 


health services, education and income-earning opportunities. This is called social 
injustice. 3 


The inability to receive health care services by majority of rural people and those living 

in urban slums is inaccessibility. | oe . 

The main aim of PHC is to bridge this gap by shifting this concentrated health care 

te ay as i urban areas (where three quarters of health budget is spent) to the 
areas (where three quarters of people live) and bri i 

as eter, p ) ring the services as near as 


The other feature of health equity in society is health status of women and the dispari 

in health between genders which indicates that women suffer more from health rob é 
than men. This is a critical indication of health inequality. What can you, as he a. 
care provider do? You can only provide care to an individual pont ted eatin 
irrespective of any disparity; but, in general, these facts call fist explicit polici A 
strategies to reduce inequalities in health. 3 pgs aang 


2.4.2. Manpower Development 


The manpower development in the context of health includes both professional and 
auxiliary health personnel, members of community and supporting staff. 


Primary health care, aims at mobilizing the human potential of the entire community by 
making use of all available resources. This can only be achieved if the individuals and 
families accept greater responsibility for their health. 


The requirement of health manpower will vary according to the varying needs of groups 
of the population and desired outputs. 


Primary health care focusses on: 


© education and training of health workers to perform functions relevant to countries 
health problems, ; 


@ = reorientation of health personnel, 


planning health manpower according to the needs of health system, in terms of 
right kind of manpower, right number, at right time and in the right place. 


_ At the first level of contact between individual and health care system, primary health 
care is provided by community health workers acting as a team. These workers have to 
_be trained and retrained so that they can play a progressive role in providing primary 
health care. | 


The second category of health personnel are traditional medical practitioners and birth 
attendants. They are often part of the local communities, culture and traditions and exert 
influence on local health practices. Therefore these indigenous practitioners need to be 
trained accordingly for improving health of the community. 


Thesé workers are to be trained and retrained in order to apply their technical skills to 
solve health problems as per social needs, guide, teach and supervise community health 
workers and village health guide and traditional/trained birth attendants and educate 
community on all matters pertaining to their health. 


Lastly we can say that family members are often main providers of health care, mainly 
women play an important role in promoting health, thus they can contribute significantly 
to primary health care, especially in ensuring the application of preventive measures. 
Women’s organization can be taught and encouraged to discuss on questions as 
nutrition, child care, sanitation and family planning. School teachers and adolescent girls 
can be trained on human sexuality and home nursing. 


Similarly young people can be educated on health matters. They can be effective in 
carrying these messages to their homes thus promoting primary health care. 


2.4.3 Community Participation 


We now come to the most essential and sensitive principle of PHC, i.e. community 
participation. Community participation is the process by which individuals, families 
and communities assume the responsibility in promoting their own health and welfare. 
By their own health decisions, they develop the capacity to contribute to their own and 
the community’s development. Realizing the fact that a community can become the 
agent of its own development, a continuous effort should be made towards the 


involvement of the local community in planning, implementation and maintenance of 


health services. 
The term community involvement in health describes a process in which partnership is 


established between government and local communities *in planning and implementation — 


of health activities. It aims at building local self-reliance and gaining social control over 

primary health care infrastructure and technology. For example, one such approach 

which is followed in our country (India) is training of village health guides and dais. 

They are selected by the local community and are trained locally in the delivery of 

primary health care and are involved in planning the care for the community. 

This concept is an essential feature of PHC. The individuals in the community know 
ivated to solve their common problems. Thus it 


their own situation better and are motivated to 10 : 
can be stated that involvement of community in health matters will require attainment of 
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ndividuals to appraise a situation, weigh the various possibilities and 


capacity by i situé 
ate t can be their own contribution. 


estimate wha | 
fe: ° . e ? stem, is 

Your contribution in community participation, as a gee of efi. eee - k 

motivate the community to learn and solve their own health pro , explain, 


and provide clear information about favourable and adverse consequences of the health 
interventions propose 


d as well as their relative cost. 


e idea of community participation, you will be interested to know 


ing understood th st ici 
Having unders families and communities can participate. 


about the areas in which individuals, 
Involvement of these are: 


involvement of the community in assessment of the situation, and 


@ 
e definition of the problem and setting of priorities. 

Planning of the primary health care ‘activities and subsequently cooperating fully when 
these activities are carried out. All these means acceptance of a high degree of é 
responsibility by the individuals for their own health care, for example, by adopting a 
healthy life style, by applying principles of good nutrition and hygiene and by making 
use of immunization services. ; 


2.4.4 Appropriate Technology 


Appropriate technology means the technology that is scientifically or technically sound, 
adaptable to local needs, culturally acceptable (i.e. acceptable to those who apply it and 
for whom it is used) and financially feasible. x Cat 


_ This implies that technology should be in keeping with the local culture. It must be 


capable of being adapted and further developed, if necessary. In addition, it should .be 
easily understood and applicable by the community. - 


The Health for All target requires first and foremost scientifically sound health technol- 


~ ‘ogy that people can understand and accept and which the nonexpert can apply. It also’ 


implies use of cheaper, scientifically valid, acceptable and available equipments, proce- 


~ dures and techniques rather than those costlier and nonaffordable and nonaccessible to 


the community. For e.g. oral rehydration fluid, locally prepared weaning food and stanc 
pipes rather than house to house connection, cooperative food stores. 


It is socially, economically and professionally acceptable to take the technology closer 
the people, consumer, wherever possible. For example, making rehydration salts, for 
babies available to mothers in every home is likely to be more useful than expecting th 
mothers to take the baby to the special centre. | 


We cannot afford to continue the use of sophisticated technology which is inappropriat 
for meeting the local health needs of people. For example, we know that expensive 

hospitals which are inappropriate to local needs are being built. These absorb a major 
part of the national budget, thereby affecting the improvement of general health service 


. The concept of appropriate technology can further be explained by taking the example 


of ORT (oral rehydration therapy). The ORT packets, for diarrhoea, prescribed by WH 
cannot be made available to each home; so the community is taught how to prepare 
sugar and salt solution to combat dehydration in a child with diarrhoea. With. these 
concepts in mind, we shall discuss the principles of intersectoral coordination. 


2.4.5 Intersectoral Coordination 


We now come to the principle which focuses on the concept that health of an 
individual, family and community is affected by other sectors in addition to health 
sector. Let us now try to learn more about this principle. 


It is now realized that health cannot be attained and/ or primary health care (PHC) 
cannot be provided by the health sector alone. PHC requires the support of other 
an these sectors serve as entry points for the developments and implementation of 

HC. In our country the sectors responsible for economic development, antipovert 
measures, food production, water purification, sanitation housing, environmental ‘ 
protection and education all contribute to health. ; 


& 


Development of PHC will rest on proper coordination at all levels between the 
health and all sectors concerned. re 


Declaration of Alma-Ata*states that “Primary Health Care involves in addition to 


- the health sector all related services. and aspects of national and community 


development; in particular, agriculture, animal husbandry, food, industry, eduction, 
housing, public works, communication and other sectors.” WHO (1978, HFA 
Series No. 1) 


‘We shall now explore the importance of these related sectors in providing PHC. We 
shall first discuss the importance of agriculture sector, water supply, sanitation and 
housing, then we will talk about public works, communication and education sector and 


‘Mass media. So let us begin with agriculture sector first. - 


Agriculture sector ensures the production of food for family consumption. Also 
petitional status can be improved through programmes in agriculture, e.g. ‘grow more 
food’ and ‘Kitchen garden projects’. Similarly you know that water supply is very 


important for houséhold use. A regular supply of clean water helps to decrease mortality 


and morbidity, in particular among infants and children. You are aware that many 
diseases like cholera, typhoid, diarrhoea, viral hepatities are waterborn. Safe disposal of 
‘wastes and excreta also has a significant influence on health. | 


Housing has a positive aspect on health, provided it is properly adapted to local climatic 
and environmental conditions. Housing needs to be proof against insects and rodents that 
carry diseases. “. ; : 


We have so far discussed the effect of agriculture sector, water supply and sanitation 
and housing on primary health care, now we shall discuss about public works, 
communication, education sector and mass media. | 


Certain aspects of public works and communication are of strategic importance to 


primary health care. Feeder roads not only connect people to the market but make it 


easier for them to reach other villages, bringing in new ideas and also the supplies 
needed for health. TV and radio communication serve as important vehicles for 
learning regarding health and health practices. Mass media can play a supportive 
educational role by providing valid information on health and ways of attaining it, and 


depicting the benefits to be derived from improved health practices. It could help to 


creat awareness regarding various health programmes, i.e. family planning, | 
immunization, growth monitoring, diarrhoeal disease and ORS etc. in the people who 


are isolated. We all know that various messages are carried on TV or radio, regarding 
FP, ORS, nutrition, diarrhoeal diseases etc. | 


_ Now we come to educational sector which has a vital role to play in development 


and operation of PHC. Community education helps people to understand their health 


_ problems, possible solutions to them and the cost of different alternatives. 


Instructional meterial/literature can be developed and disiributed through the 
educational system. Associations of parents and teachers can assume certain 
responsibilities for primary health care activities within schools or the community: 
such as sanitation programmes, food for health campaigns or courses on nutrition and 
first aid, adult literacy programme, kitchen garden projects, courses on human sexuality 


and home nursing. 


_ Check Your Progress 4 


i) List the principles of Primary Health Care. 
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ii) Fill in the blanks with appropriate words. 


a) Equitable distribution means that health services must be........ Bere vasa 


by all people. 


Primary Health Care — 
Concept and Principles 


27 


Health for All 


b) In cdenpisitiey participation individuals, family and.......-+-seerrrrereererereers 


in promoting their own health and welfare. 
ASSUME,...cereveoeersereerererer® 
c) Appropriate technology means technology that is.......-+-+- Na oe 
SOUNG,.....eecereeeecereeeress to local needs and ........seeeeeereeereceererers feasible. 
iii) List the areas where community can be involved. 
iv) The health related sectors are: 
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2.5 ROLE OF THE NURSE IN PROMOTING 
PRIMARY HEALTH CARE 


Four main aspects of the: Nursing Role in Primary Health Care were identified by WHO 
study group in their meeting in Geneva from 9-13 December, 1985 (WHO Technical 
Report Series No. 738). The roles identified are: 


The Nurse as a Direct Care Provider 


Role of | 
a Nurse 


Nurse as a Teacher and Educator 


Nurse as a Supervisor and Manager 


Nurse as a Researcher and Evaluator. 


Let us now discuss each one of them for better understanding. 
The Nurse as a Direct Care Provider 


You as a nurse need to develop a variety of skills which you have to utilise in both 
clinical and community settings, in order to participate actively in providing care in 
relation to the components of PHC. 


In the foregoing section you have already learnt about the essential eight 
components of primary health care. So, in order to provide and participate in 

such care, you have to develop a variety of clinical and community skills. It is 

by developing these skills that you shall be able to provide the proper nursing 

care to the patients, individuals, families and community. For example, if we 

take one of the components of PHC, i.e. control of communicable disease, your 
role as a direct care provider at all levels—subcentre, PHC, community centre and 
hospital is to identify and give immunization to children and educating the parents 
regarding the control of these diseases. Similarly, in Providing MCH care you as a 
health provider not only have to examine the mothers to identify risk factors, and 


give T.T., but also teach them about mother craft, immunization, nutrition; rest and 
sleep, exercise etc. 


Nurse as a Teacher and Educator . 


ian as a nurse is promotion of health, prevention of disease and 
‘acucmaa sc s for your role as an educator when you have to educate the 

lals and family about a healthy life style and the community on the primary 
Prevention of ill-health as well as protective and supportive heath measures. 


Your role as a teacher involves the training of other health care personnel, professional 


colleagues and auxiliary personnel. This brings us to the role of the nurse as supervisor 
and manager. 


Nurse as a Supervisor and Manager 


If you are engaged in providing Primary Health Care, you have to exercise some kind of 
leadership. Your duties in this regard include supervising other personnel in providing 
care, planning health service for the community in conjunction with other members of 
the health team and organising and administering community health services. While 
performing these functions you are involved in: 


® assessing the health needs of the community, 

e listening to the community’s view on these needs, 

@ communicating with the community, and 

a advising them accordingly. 

As a community organizer, your role is to involve people in their own health care and 
explain the importance of cooperation of other sectors of society concerned with health 


e.g. housing, sanitation, agriculture, industry and education sector. So from your role as 
a direct care provider and teacher and educator you, as a primary health care nurse, 


~ assume the role of a manager on a wider scale. 


The Nurse as a Researcher and Evaluator 


Primary health care system has to be dynamic, as it deals with living human beings. . 
Hence a nurse has to be dynamic in her services by bringing about changes and 


- innovations in the health care provided based on facts. For this she has to be prepared 


2 


to take the role of a researcher and evaluator. 


This role involves monitoring, observing, analysing the health conditions, the health 
servics and the health care provided. For example, when an individual falls sick, then 
you, as primary care provider, are in a better position to determine the individual 
patient’s health needs and to understand the problems involved in meeting these needs. 
With your knowledge and skills, you are able to recommend changes or innovations in 
primary health care services. For you to play this role effectively you need to have 
updated records. You will study about records in Block 2, Unit 5 of this course. 


Check Your Progress 5 
i) List the four main aspects of the Nurse’s Role in Primary Healih Care. 
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2.6 LET US SUM UP | 
In this unit we discussed the concepts and definition of Primary Health Care. Primary 
Health Care is a practical approach to making essential health care universally accessible 
to individuals, families and community in an acceptable and affordable way and with 
their full participation. You also learnt that the elements of primary health care are 
education concerning preventing health problems, promotion of food supply and proper 
nutrition, adequate supply of safe water and basic sanitation, maternal and child health, 
immunization, treatment of common diseases and injuries, and provision of drugs and 


vaccine. 
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Ls aie 
Principles of Primary Health Care have also been explained in detail. These 
e equitable distribution, which means that health services must be shared equally by 


all people — rich or poor, rural or urban; 


manpower development, 


community participation; or the 
communities assume the respons! 
and take their own health decisions; 

h means that technology that is scientifically or 
culturally acceptable and financially 


ich indivi ilies and 
rocess by which individuals, fami 
‘bilities in promoting their own health and welfare 


8 appropriate technology whic 
technically sound adaptable to local needs, 


feasible; and. : 
e the principle of intersectoral coordination which focuses on the concept that the 
health of an individual, family and community is affected by other sectors in 


addition to the health sector. 


At the end we discussed the role of the nurse in promoting primary health care. The 
four roles are identified as (1) Nurse as direct care provider; (2) Nurse as teacher and 
educator; (3) Nurse as a supervisor and manager and (4) Nurse as a researcher and 


evaluator. 


2.7 ANSWERS TO CHECK YOUR PROGRESS __ . 
Prato uh lla em eile 5 aa SS 


Check Your Progress. 1 


i) It is first level care which focuses on increasing access and availability of health 
services to the rural population and which is affordable. 


ii) 1970 


iii) September 1978 


WHO and UNICEF. 


Check Your Progress 2 


i) Primary Health Care is essential health care based on practical, scientifically sound 
and socially acceptable methods and appropriate technolegy made universally ; 
accessible to individuals and families in the community through their full 
participation and at a cost that the community and country can afford to maintain 
at every stage of their development in the spirit of self reliance and self 

. determination. © 


ii) Accessibility, availability, acceptability, affordability, appropriatness 


iti) b,c, d,e 


Check Your Progress 3 : 


i) Maternal and Child Health Care including family welfare 


Immunization against major infectious diseases. 
Education concerning promotion of health and prevention of illness. 
ii) Nutrition 3 ae | 
Mothers and children form the largest group of the population (about 70 Jo) 
Mothers and children are high risk/more vulnerable groups. 


Check Your Progress 4 

1) — Equitable distribution 
— Manpower development 
— Community participation 
— Appropriate technology 
— Intersectoral approach 


ii) 


iil) 


- 


_a) Shared equally by all people 


b) Community, responsibility 

¢) Scientifically, Adaptable, Financially 
Assessment of situation or a problem 

Definition and setting of priorities / 


Planning the activities for providing Primary Health Care 


iv¥ & . Agriculture sector 


Water supply and ee monpar ls works 
Housing . 
Communication and mass media 


Education sector 


Check Your Progress 5 


Direct care provider 


Teacher and education 


Supervisor and manager 


Researcher and evaluator 
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UNIT 3 HEALTH FOR ALL 


Structure 


3.0 Objectives 
3.1 Introduction 
3.2 Health For All 
3.2.1 Concept of’ Health For All 
3.2.2 Definition and Meaning for Health For All _ 
3.3 Strategy for Health For All 
3.3.1 Global Strategy 5; 
3.3.2 National Strategy for Health For All by 2000 AD 
3.4 Nursing in Support of Health For All 
3.4.1. Strategies and Actions Proposed at International Level 
3.4.2 Strategies and Actions Proposed at National Level 
3.5 Let Us Sum Up : | 
3.6 Answers to Check Your Progress .- 


3.0 OBJECTIVE 


In this unit we shall discuss about Health For All (HFA). After studying this unit, you 


should be able to: 


‘Define Health For All, 

Discuss the meaning of Health For All, 

Describe global strategy for attaining Health For AL: is | 
Explain the national strategy adopted to achieve the goal of Health For All, 
List the targets and achievement in Health For All, and | 
Discuss the role of nursing services in support of Health For All. 3 


3.1 INTRODUCTION 


In Unit 1 we have discussed the concepts and prerequisites of health and in Unit 2 we 


discussed about Primary Health Care (PHC); its concept, principles, elements and role of 
nurses in promoting the primary health care. You have seen that primary health care is 
the essential care which should be easily available, acceptable, accessible and affordable 
to an individual and community as a whole. You have also become aware of Alma-Ata © 
Declaration (see Appendix 1) which affirms that primary health care is considered as the 
basic strategy for achieving goal of Health For All by the year 2000 AD. 


As you have learnt in Unit 2 that in May 1977 the thirtieth World Health Assembly 
adopted a resolution in which it was decided that main social target of Governments 
and of World Health Organization in the coming decades should be the attainment by 
all people of the world by the year 2000 AD of a level of health that will permit : 
them to lead socially and economically productive life. This is popularly known as + 
Health for All by the year 2000 AD (HFA/2000). In this unit we shall discuss the 
concept, definition and meaning of Health For All. Achievenient of goal of Health For 
All aims at restructuring of health system and reorientation and training at different 
categories of health workers/professionals. Fulfillment of these aims is only possible 
through development of an appropriate Strategy. We shall disctiss the global and 
national strategies for HFA, in Section 3.3 and focus on achievements and targets of 
HFA. At the end we shall discuss nursing in support of Healih For All at 
international level and national level. As you go through this unit you are required to 


refer the appendices given at the end 
refe of this unit for broader nerspecti 
indicated in the text. Bee 


3.2 HEALTH FOR ALL : 


pene 


"We shall-discuss abo t th 
: subsections. ut the concept and definitions of ‘eaith For All in the aes 


3.2.1 Concept of Health For All 


As you know, there is a vast contrast in the health status of peoplé in developed and 
developing countries despite of much scientific and technological advances in health 
care. You are also aware that most people in developed countries and elites of the 
developing countries including India enjoy good health, nutrition, sanitation, safe 
drinking water, education, income etc. 


In India 80% of the population lives in rural area and urban slums in contrast to 
10-20% who live in urban areas. It is only this small fraction of urban people who 
enjoy ready access to health services and facilities whereas the rest of the 80-85% are 
living in rural and urban slum areas do not have access to health services and/or 
facilities, Similarly if we look at health status of India as reflected by the number of 
indicators of health, as shown in Table 1, the need for urgently iti: our health - 
status is obvious. 


The disparities in health and-socio-economic conditions between rich and poor. within 


countries and between countries, and the concern of members of WHO regarding status } 


of health and deterioration of existing health status lead to new thinking in provision of 
health care in order to narrow this gap and finally eliminate it. It was also realized that 

_ the underprivileged population constituting 80% of the total population have an equal 
claim to their rights and privileges of health services such as: 


‘@ health care, 

@ protection from vaccine prevented communicable diseases (VPD) o childhood ¢ e.g. 
Diphtheria, Tetanus, T.B. Whooping cough, Polio etc., 

@ —- maternal. and child health care, and 

@ treatment and control of non-communicable disease. 


So there was felt a need among health planners/administrators for evolving a health care 
approach that would answer the problems and needs of underprivileged. Ultimately the 
thirtieth World Health Assembly resolved in May 1977 that the main social target of 
Governments and WHO in the coming decades should be the attainment of Health For 


All by year 2000 AD. 


Further, there are several other experiences and developments which led to the evolution 


of goal of “Health For All’ by the year 2000 which are as follows. 


e _In 1972-73 a WHO study on the development of health services concluded that 
~ there was a widespread dissatisfaction among people with their health care systems 
which were failing to cope with primary health care problems in countries at all 


stages of development. 


Gross inequalities in health care 
system and distribution of health 
facilities. 


~ DEVELOPMENT 
OF THE CONCEPT 
OF HEALTH FOR ALL 


Inaccessibility of and non-equitability 
of essential health care (and life sav- 
_ | ing measures) to millions of people 

| mainly in developing countries. 


Unresolved emerging health care 
" problems in developed countries. 


ammatic Representation of the Development of the Concept of Health For All (HFA) 


Fig. 3.1: Diagr 


Failure of existing health care 
system to cope with primary 
health care problems. 
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e Similarly m 


s, health care system despite bv Sees wa fan mach Be 
ighl iali logies, the ¢ 

infrastructure on neta aa for this discrepancy ames i, 

ee. ccoblenie require completely new approaches which emphasize indi 

self-reliance 2 and commitment to good health. 7 : 

ost of the developing countries including India opted Be — 

with control of infectious disease, provision of safe io and “ye — 

services, the provision of care during pregnancy and delivery an 

standard of living to a ‘minimum acceptable level’. ~ | | 

In the rural areas and rapidly expanding urban areas million of people still remain 

without access to essential health care and life saving measures. 

All the above concepts led to a continuing discussion of how health care cay fing, 

evolve and how WHO could best support countries struggling to improve their 


* In developed countrie 


systems. - 


Expressing the ideas that were dominating the International discussion during 
1960s and early 1970s the World Health Assembly (WHA) decided in a 
ground breaking resolution in 1977 that “main social targets of governments 
and WHO in the coming decades should be the attainment of all citizens of 
the world by the year 2000 of a level of health that will permit them to lead 
a socially and economically productive life’ with the adoption of this 
resolution the HFA movement was born and the slogan was created. 


With this concept in mind we shall discuss next the definition and meaning of Health 
For All, after examining your memory. : 


Check Your Progress 1 


i) 


ii) ': 


The approach to achieve the goal of Health For All by the year 2000 is 


a) Hospital Care 

b) Technological Development 
c) Primary Health Care 

d) Research 


The basis for evolution of Health For All concept includes 


aha indeed OCU SOU COICO OCC SEED OR HACIMCHSMRESSHDE Hot Geicc. scr Peeeeesrececesesececvecsecveesce 


Ge TET” OA EAS SESE ES SDs OFS te RN e Sitie vi0'e'n 0 v's 6 4 vss e-o.9.0 0 an ogee mean eee a oe 


3.2.2 Definition and Meaning for Health For All (HFA) 


HFA has been defined as “the attainment of a level of health that will enable every 
individual to lead a socially and economically productive life.” 


If you analyse this definition you will realise that the goal of HFA implies realization of 
WHO’s objective of attainment by all people of the highest-possible level of health 
which includes, physical, mental and social well-being; secondly it also implies that as a 
minimum, all people in all countries should atleast have such a level of health that they 
are capable of being economically productive, removal of unemployment and 
poverty)and participating actively in the social life of the community in which they live 
1.€., have education, housing, water Supply and sanitation. 


Health For All means that health care/services are to be made accessible/ 
within reach of every individual in a given community, 


It implies the removal of obstacles to health, that is, elimination of ignorance, 
malnutrition, disease, contaminated water supply, unhygienic housing etc. 


eae pb All” is a holistic concept. It calls for efforts in education, agriculture, Health for. All 
see ; es or communication first, as much as in public health and medicine. It 

€ determination of countries of the world to 
Bncalthful living wo all ee r provide an acceptable level of 


It is an expression of the feeling for social justi 
Justice from all those who suff i 
: health care services. Geis’) aitict a 


It is intended to draw attention to the importance of health, to a serious search for new 
peas ‘solving the problems of health and to help mobilize all available resources for 


To have a correct perception of the meaning of “Health For All” you should be 
convinced that HFA does not mean that as of the year 2000, we shall all be free of 
disease and disability. 


Health for all means that health is to be brought within the reach of every one in a 

given country including the remotest part of a country and the poorest members of the 

society. By health is meant not just the availability of health services but a personal 

well-being and a state of health that enables a person to lead a socially and 
economically productive life. 


“Health For All” means that health should be regarded as an objective of economic 
development and not merely as one of the means of attaining it. 


e Health begins at home, in school and in work place. 


People will use better approaches for preventing disease and alleviating 
unavoidable illness and disability. | _ 


e There will be an even distribution among the population of whatever health 
resources are available. ; 


@ That the essential health care will be accessible to all individuals and families, in 
an acceptable and affordable way and with their full involvement. 


The achievement of the Health For All goal, calls for dramatic changes, a social 

~ revolution in health development. It aims at bringing about the change in the mentality 
of people, restructuring of health system, and reorientation and training of health 
workers/professionals. So, to bring about these changes the practical shape to the slogan 
of HFA could be given only through development as a strategy. You will learn about 
these strategies for Health For All in Section 3.3. 


Check Your Progress 2 
i) ~— Fill in the blanks: : 
Health For All concept focuses on health care services brought within the reach of 
every individual in a QiveM .........ccseesecssesseeeetteeetttessesseestsssesenseeessaeeennees 


ii) Obstacles to the goal of health include: 


See uate a is enna SIRIeLaisin F1bLe DED 81010 OVE 9.0 C6 90 000 F002 9 ONES 


PINCEET ores inia's 01's 90 006.0 06505053008 OCS ECE BUR Sn Sesser tseesicy S400 90s 00.8 58 8 ee mE. 
seveceeone 


SECS SHEHSOEHRSEHHEHEHHESOHHESEHEHEHHSHHHHSHHSHE HORE OOOO 
seco eseeeeeeeessssaeenesese 
eeecesecsesessssoseseerer? 


iii) Health For All calls the efforts in: 


Sealey eid we ohare ip Bio Gdn okie sO Fp MEBET® Cap SALMA t a SOST ees 20.9 oFig ta dle gS SSR 
eosseseseseeeeesoeoer® 

Eos ceae sce 0.60 nee ONmEs MERU MEEe SEE Temes eevee secon ess ewe w ROR SORE AE ITE 
woes seseeeeeseeeeoesoeee 


ee Gr IRB O STOIC BeOS OD OOOO OI AR I eS alder s ih J hae 
oe 
eeeesseossseseooseeeere 


iv) Define the goal of HFA. 


| ORE RARITODOOO TOOROD ODO 100 0U QOOCTAIGS BARI YA I hI I Ba Melia Mela nb Os doa nh) oe 
eeeee 
eeoeeeeseseseeserseser? 
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3.3 STRATEGY FOR HEALTH FOR ALL 


Unit 2, Alma-Ata conference called on all governments to formu- 
ction and set down the principles of 
JAll” strategy. 


As you have seen in 
late national policies, strategies and plans of a 
Primary Health Care which is the basis of “Health For 


HFA was evolved by WHO through consultations with 
global level. That strategy defines the broad lines of action 
nationally and internationally, both in 


In 1981, global strategy of 
countries, regions and at the 
to be undertaken at policy and operational levels, 
the health sector and in other social and economic sectors. 


This was followed by individual countries developing their own strategies for achieving 
HFA and synthesis of national strategies for developing regional strategies. 


Let us discuss the global and national strategies in the following sub-sections. 
3.3.1 Global Strategy ) 
The global strategy for Health For All is based on the following fundamental principles. 


Health is a fundamental human right and a worldwide social goal 


The existing gross inequality in the health strategies is of common concern to all 
countries and must.be drastically reduced . 


'@ People have the right and the duty to participate individually and collectively in 


the planning and implementation of their health care 


-@ Governments have a responsibility for the health of their people 


6 Countries must become self-reliant in health matters. 


Health is an integral part of the overall development of the countries. Energy generated - 
by improved health should be channelled into sustaining development of a country. 
Better use must be made of the world’s resources to promote health and development 
and this will help to promote world peace and prevent conflict among nations. 


3.3.2 National Strategy for Health For All by 2000 AD 


‘Alma-Ata declaration (as you have seen in Appendix-1) and India’s commitment to 


HFA by 2000 AD resulted in the formulation of National Health Policy. 


e The Government of India convened a national conference in February 1980 to 
_ discuss the national strategies and action plan to achieve Health For All. 


e@ — In July 1980 the Planning Commission of India appointed a working group on 
Health For All to evolve national strategies for implementation of health care — 
programmes to move towards the goal for Health For All by 2000 AD and to 
suggest suitable indicators to monitor the progress achieved from time to time. The 
working group submitted its report in 1981 which was accepted by the 
Government of India. 


_ Thus a National Health Policy was evolved by Government of India in August 1983, 


which commits the government and ndi i 
people of India to achieve the goal of Health For 
All by 2000 AD. We shall briefly highli 3 Se ees 
ghlight the health strate h 
details of health policy refer Appendix-2), gies in health policy (for 


The policy lays stress on the Preventive, promotive, public health and rehabilitation 
Rag of health care and points to the need of establishing comprehensive primary 
calth Care services to reach the population in the remotest ares of the country 


The health policy in India has the following key elements: 


* Creation of a greater awareness of he 


alth problems in eS 
to solve these by the communities, _ the community and means 


@ Supply of safe drinking water Si sae 
people can afford, . and basic sanitation using technologies that the 


© Reduction of existing imbalance in h 


ealth servi atl 
rural health infrastructure, ag by concentrating more on the 


* iM i 


Provision of legislative support to health protection and promotion, 
Concerted actions to combat widespread malnutrition, , 


Research into alternative methods of health care delivery. and low-cost ‘health 
technologies, and - 


Greater coordination of different systems of medicine. 


The health strategies include restructuring the health infrastructure developing health 
manpower and research development. . 


WHO has established 12 global indicators as the basic point of reference to assess the 
progress towards Health For All. (These are discussed in Unit-5.) The National Health 
Policy has laid down specific goals with respect to various health indicators to be 
achieved by different dates 1990 to 2000 AD. (These are given in Table 1.) The most 
important indicators to achieve HFA are: 


i) Reduction of Infant Mortality Rate from the present level of 87 to below 60 by 
2000 AD . 
ii) the life expectancy at birth from present level of 58 years to 64 by 2000 
iii) To reduce the crude death rate from the present level of 10.4 to 9 by 2000 AD 
iv) To reduce the crude birth rate from present level of 27 to 21 by 2000 AD | 
v) To achieve a net reproduction rate of 1 by 2000 AD 
vi) To provide potable water to the entire rural population by 2000. 
, Table-1 | 
National Health Policy Goals for Health and Family Welfare Programmes 
Targets 
S. No. Index | Existing level 1990. 2000 AD 
a 
1 2 are 4 5 
a een eee 
1. rude Birth Rate 32.0 (1987) 27.0 21.0 
2. Ciuue Death Rate 10.8 (1987) 10.4 — a0 
3. Infant Mortality Rate — 95.0 (1987) 87 Below 60 
4. Perinatal Mortality Rate 53.8 (1985) 30-35 
5. Maternal Mortality Rate, MMR 4-5 (1976) 23 «- Below 2 
6. Pre-school Child (1-5 yrs) tw is 
Mortality Rate | 24 (1976-77) 15-20 10 
7. Life expectancy at birth (yrs)" 58.1 M (1986-91) 57.6M 64 yrs M 
59.1 F (1986-91) © S7.1F . 64yrsF 
8. Percentage effective couple 
protection 39.9 (March 1988) ~ 42.0 60.0 
9. Net Reproduction Rate — 1.48 (1981) De, 
10. | Natural Growth Rate (Annual) - 2.12 (1987) (1.56 1.20 
11. Family size 4.4 (1975) 2.3 
12. _ Percentage of deliveries by trained ; : 
birth attendants | 40-50 (1988) 80 © 100 
13. Pregnant mothers receiving 
ante-natal care (%) 60 (1988) 60-75 100 
14. Immunization Status, percentage — 
coverage : 
a. TT (pregnant mothers) 86.6 100 100 
$8.7 100 100 


b. TT (School Children 10 years) 


So Co 


nid. 
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a 1 


Ss. 


Fe Coverage was 5% when the Health Policy was drafted. 
sei Coverage was 65% when the Health Policy was drafted. 


c. TT (School Children 16 years) 86.5 


85 
d. DPT (Children below 3 yrs)** 96.0 85 
e. Polio (infants)*** 83.5 70 85 
f. BCG (infants)**** 94.3 80 85 
. DT (New school entrants 

, 5-6 een 87.5 85 85 
h. Typhoid (New school entrants 

56 yrs) 62.6 85 85 
Leprosy: percentage of disease 
arrested cases out of those 20(1988-89) 60 ) 80 
detected ****** 
TB: percentage of disease arrested 
cases out of those detected 62 (1987-88) 75 
Blindness, incidence of (%) 1.4 (1987-88) © 0.7 0.3 : 


. 


¥ When the health policy was formulated, life expectancy was 52.6 for males and 51.6 
for females. , ; 
** - Coverage was 25% when the Health Policy was drafted. 


pick Coverage was 20% when the Health Policy was drafted. 


eee ee Implies the no. of cases cured after 1983, expressed as a proportion of the total 


estimated 4 million cases. 


Note: (1) The Planning Commission set the following goals in addition to the above. 


1985 1990 - 2000 
Birth weight below 2500g 25% ty cares 10% 
Vitamin A distribution coverage - : 50% 50% 50% 


ea ee eee 


You must be aware that during the sixth and seventh Five Year Plans, steps were 
already undertaken to implement the Strategies outlined in National Health Policy. 
Some of these are: . | 


a) 
b) 
c) 


d) 


) 


f) 


to establish one health subcentre for every 5,000 rural population (3,000 in tribal 
and hilly areas) with one male and female health worker 


to establish one primary health centre for every 30,000 rural population (20,000 in 
hilly and tribal areas) ) . 


to establish Community Health Centres (CHC) each serving a population of one 
lakh 


to train Village Health Guides (VHG) selected by the community for every village 
or 1,000 rural population 


to train traditional birth attendants (TBA) or dais in each village 


training of various categories of health personnel, e.g., multipurpose workers 


(MPW). 


These schemes are expected to ensure the availability of adequate infrastructure and 


medical and paramedical manpower to ‘take us nearer the 


goal of universal provision of 


Primary Health Care as envisaged in the National Health Policy. 


Activity 


Mention the rates in numbers against each indicator given below as per the latest Health 
Statistics Report of your state 


i) Infant mortality rate 


Coe ree nereeene 
TES EE RERS YOR 8 ON 40 0.9500 b 9.6 4'9:0:0.8 sein al eT 
eee 


ii) Maternal PIOTIALLY Tate .....6..:).00 ee 
iii) Birth rate 


a at tC aC S are I ae rp 
eeeeem ELS Ih SL Ty CNT rate ae el: 
OP Pee me eeneenennse 


iv) Death | 
) sie Health for All 


TESA S:8:8.4'9:0'0 Be 9:0 6'* 0:08 8a ew Saw ake Ob ee 8 @eeee “aps! 
. eeeeeeseee eee eeserentetoesseveves 


v) Literacy rate 


Cee eeeresreceece 
eeereoe 
SESH OHH HST EHHEHHHEEHETHHHHEEHH EEE REEESEHHEHEHEH EHH HEH HEHEOE HEE HEELS 


vi) Population 


Check Your Progress 3 
Fill in the blanks: 


i) The basic strategy to achieve health for all is 


ii) Ministry of Health and Family Welfare (India) formulated National Health Policy 
to achieve goal of HFA in 


eeoeeereeeeeeseeeoeeeneoerereseee beeoeoe 


ili) The most important indicators to monitor progress towards Health For All are: 


e@eeeeeeeeeseeeeeseoeeeoeoose 
SH SSS HHH HEHEHE SHHSHEHSHHETHEEHETHEEHE HEHEHE OHHEEHEHEHEHSEHHEEEHHHEHOEHSHEHHHEHEHHSHES HH OOE 
@eesesceeseeceseseseseervece 
SESS HHEHH SEE HESEHEEHHH OHSS HEHTESEHEHEHEHHES HHS EHH TEHHEHEHEHHEHEE OHHH HEHEHE HEHEHE HOODS 
eeeereseeeesneeeeeeseee 
POSS SHSCHSH SHH HEHEHE HESEEEEEHHEEEHEHSH OTE EEHEHEEEHEOHHHEHEHEEHHHE HHH HEH EEHHSEEHHEEHOOSH 


eooeereeseeesneeeeseore 
POTS SEHHT HSH OTER HEHE SEH EOE EEHE EO HHEEE HEHEHE TTEEH HHH HOHE EHEHHSHEHEEH EHH HH HSER SHEE HHHHH SHOE 


With the above background we shall now focus our attention on nursing in support of 
Health For All in the following section. 


3.4 NURSING IN SUPPORT OF HEALTH FOR ALL 


We shall begin with the development of the role of nursing in support of Health 
For All. ait | | | 


- In 1979, WHO and International Council of Nurses (ICN) conducted a workshop in 

‘ Nairobi on the role of nursing in Primary Health Care for leaders of Nurses 
Associations in which the commitment of the nursing profession to the goal of 

~ attaining Health For All by 2000 was formally confirmed. Subsequently, National 
Nurses Association planned their own strategies in relation to their own National . 
Health Policies. The Trained Nurses Association of India (TNAT) also participated in 
this exercise. | nar } , ee 
In 1981, an informal meeting was convened in Geneva by WHO on 16-20 November to 
consider the role of nursing in contributing to the achievement of the goal of HFA/2000 
through Primary Health Care. . . 


Strategies and actions proposed for change at international and national level-are 
discussed in the following sub-sections. | 


3.4.1 Strategies and Action Proposed at International Level 


Five basic strategies have been proposed by the WHO-ICN meeting by Nurses which | 

are listed below. (See Fig. 1.) 

i) the development in each country of a corps of nurses that is well informed about . 
health care and ready to bring necessary changes in the nursing system 


on of nursing personnel at all levels ‘of policy making - 


ii) the inclusi at é ia 
profession can contribute to determining the 


and administration so that the 
action plan | 
iii) the involvement of nurses, and the us 
primary health care. ; ts 3 
iv) fundamental changes at all levels of nursing education (basic, post-basic and 
continuing) to ensure that the priority needs of population are functionally 
integrated into the education and into nursing practice hia’ 
ion practice, and education, that will demonstrate 
health care. 


e of their skills, in initiating or extending 


v) research into nursing administrat 


nursing’s contribution to. primary 5 


Health for All 


Development of 
corps of well 
informed nurses 


(1) 


Nursing at 


Research in policy and 
nursing decision 
administration, 


making level 


(2) 


practice, and 
education (6) 


(1) 


(5) Nursing © (2) 
strategies for. | 
Health For. All 


'@) 


(4) 


@ os 
Fundamental _ Nursing 
changes at all practice in ts 
levels of Primary 
Health Care | 


nursing education 


Fig. 1: Five strategies for change adapted by National Nurses Associations for their role in 
| HFA through PHC | | 


We have listed the strategies for change. We shall now learn ‘about the actions proposed 
for each strategy as given below. pe ect | 


ae Development of corps of well-informed Nurses ee 
This will require 


a) . arranging and developing a series of international, national and regional 
workshops or other meetings, that would bring together small groups of key 
nurses for orientation and guidance in planning for primary health care in their . 
own country. The purpose of these workshops would be! 


e To help the nurses to understand the thrust of PHC nationally and 
internationally —- 


e To interpret needs of these countries in their struggle for HFA/2000 and- 
enable them to develop over all nursing plans of action at local, regional, 
and national level, taking into account local needs and TESOUICES | 


@ To establish the regional support system and lines of communication 

_» between and among countries for sharing plans; exchanging methodologies 
and report on the progress as the plan is further developed and put into — 
effect; | 


b) Develop texts, guides and communication aids, which will include review of 
current publications related to PHC and production of specific material on 
nursing in PHC. 


ii) Nursing at policy and decision making levels 


e This will require planning and implementing training programmes and 
continuing educational programmes that will orient nurses and train them in 
administration and management techniques, political and legislative processes, 
and help them to analyse existing legislation and enable them to develop | 
action programmes to bring about necessary changes. 


Creation of administrative post in nursing at all levels of Government. This 


can be accomplished through coordinated efforts of national nursing 
A associations, ; 


Establishing a system for collection and compilation of information, on the Health for All 
supply and training of nurses as per the needs of community. 


. li) Nursing practice and primary health care 


This calls for preparing and educating the nurses to assume responsibility for the 
Provision of first level care in the community. This can be achieved by 


®- conducting workshops, seminars and other continuing or in-service education 
programmes, | 


encouraging the Nurses to practice Primary Health Care. 


ae providing facilities like housing, attractive remuneration and opportunity for 


continued learning to the public health nurses working at the periphery. 


* making efforts to close the existing gap between nursing education and nursing 
SeTVICeSs. . 


iv) Fundamental changes at all levels of nursing education 


This will require the administrative support from the national and local government in 
order to change the system of nursing education. | 


This change involves reorientation in basic nursing education, post-basic nursing 
education and organizing continuing education programmes.. 


Basic Nursing Education 
This will include 
e Change of curriculum for current systems of nursing education and practice, and 


@ Formulating strategies for bringing about a change in basic nursing education from 
emphasis on care of sick individuals in hospitals to community based nursing | 
education. 


Post-basic Nursing Education 


This will involve 


. @ Preparation of nurses for leadership roles in administration for supervisory posts in 


organizations and agencies at all levels of health care planning and management, 
and for teaching post in primary health care. 
@ Preparation of nurse researchers who can conduct or direct investigations into 
Primary Health Care (PHC) issues as well as encourage systemic inquiry into 
questions related to community based nursing practice. 


Continuing Education 


~ This involves: 


Organising workshops, seminars and in-service programmes to enable nurses to acquire 

additional knowledge and skills related to PHC. ~ 

v) Research in nursing administration, practice and education for primary 
health care | ; 


This needs inclusion of research skills in all the nursing education programmes and 
continuing education programmes. Nurses at all levels should develop an enquiring and 


' problem solving attitude for working towards the goal of PHC. 


Priority should be given to research into 
the design and evaluation of programmes in which nurses provide primary health | 


care, and | 
study of problems that arise from the nursing in primary he 


Government and intersectoral support should be sought for proposals that will enable 
nurse to initiate and/or collaborate with others in research methods and design for 


vt alth care field. 


- Primary Health Care (PHC). 


Develop projects to demonstrate usefulness of research findings in nursing practice. 


od idea of our discussion about nursing strategies and actions 
h for all. Before moving to the next subsection, have a look 41 
you have learnt in the above subsection from the following 


You may have got a go 
proposed in support of healt 
at a brief summary of what 
Table 2, 


Table 2: Strategies and Action Proposed 
Health for Al : 
Action proposed 


Strategies eee 


pS i le eet 


: | i Arrange series of workshops. 
i) Develop a corps of nurses that is well ® g . 


informed about PHC and ready to bring e Develop texts, guides and communication 


necessary changes in the nursing slide. ae 
system ® Planning training-programme 
ii) Inclusion of: nursing personnel at all © Orient nurses in political and legislative 
— Jevels of policy making & administration processes 
‘ so that the profession can contribute to 9" aaa op atanitndatraisve poditeals a 
determine (he an oat gre nursing. at all levels of Government 


e ___ Establishing systems for of information | 
on the supply training of nurses as per 
the community needs 


iii) ~ Involvement of nurses and the useof = §- -@-—. : Preparation of nurses to assume 
their skills in initiating & extending PHC responsibility for the provision of first . 
. "etl level care in the community 
PS Encourage nurses for the practice of 
i. PHC ster “ 
®@ Provide facilities for nurses working at 
periphery : | 
-@ . Utilize approaches to close the gap 
between nursing education & nursing 


“services 
iv): Fundamental changes at all levels of. © © © Obtain administrative support - 
: nursing education to ensure that the tas ‘' Reoeleniation in basic nursing 
priority needs of population are - education. st 
functionally integrated into aa R NS amen nee : | ae 
education and into nursing practice £ eoentanon oh Gp peices: 
a education ae 
© Organizing continuing education 
“y. Repeaaeh an Pai @ = Include research in postgraduate 
practice & education that will . programme 
_ demonstrate the need for nursing’s Hi @ Find Government and intersectoral — 
contribution to PHC, clarify the support 


_ implications and evaluate the results : 
aires \ @ Develop projects to demonstrate. 


usefulness of research in nursing 
practice 


3.4.2 Strategies and Actions Proposed at National Level 


- We discussed the strategies proposed by International Council of ‘Nurses. Now we shall 


turn our attention towards. the action taken by our National Nursing Associations (TNAI 
in this regard. mo | i yy 


A Conference on Primary Health Care was held by the TNAI in 1979 at Chandigarh, to 
Propose various actions in support of health for all by nurses. : 


The nurses resolved and recommended to reorient and restructure various nursing 
education Programmes towards primary health care and also upgrading nursing education 
to university level academic programme to prepare nurses who can provide primary 
health care. The major resolutions and recommendations made in the conference are: 


i) Resolutions adopted 


e The association to organize continuing education programme for nurses at 


national, staté and city level, on Primary Health Care. 
* The Public Health Nurses of the association to plan regional workshops and 
ij give directions to implement Primary Health Care in a coordinated way. - 


| 


me student nurses of the association to organize school health services and MCH Health for All 
. nics in selected Tural areas of slums and practice meeting the Primary Health 
are needs of the family and community while they are still under training. 


_ Ait 
The hurses association to take action for reserving two thirds of the posts of health 
supervisors created at the district,subdivisional and at the block levels, for 
registered nurses-midwives to practice primary health care. 


e@ To urge Central and State Governments to create positions, for registered nurses at 
' the block level and above. | pty 


@ To urge the State Governments to create posts at the State Directorate of Health 


Services, as is the pattern in West Bengal to strengthen Primary Health Care at 
state level. mie eoge 


ii) Recommendations 


e Period of clinical practice for students in public health field be increased to six 


months from three months. ) 


Teachers in the nursing school/college to be reoriented to the Primary Health Care 
concept. | | : 


e@ The reorientation course be at least of three months duration. 


e@ There should be more nurse administrations at the state and central directorate of 
health services. 
e That more posts should be created at the district and block Primary Health Centre, 


and sub-centre level for general nurses-midwives (GNM). 


3.5 LET US SUM UP 


You have studied the concept and definition of health for all by the year 2000 AD. 
This implies “attainment of a level of health that will enable every individual to. lead a 
socially and economically productive life.” This concept has emerged out of the fact that 
existing health care approach was not able to solve the health problems mainly in 
developing countries including India and there is gross inequality in health service 
distribution within a country and among countries. You have also learnt about the 
global strategy which defines the broad lines of action to be undertaken at policy and 
operating levels, nationally and internationally. This focuses on that 1) health a 
fundamental human right, 2) reduction of gross inequalities in health status, 

3) participation of people in their own care, and 4) self-reliance of communities in 
health matters. 2 : 


‘We have focussed our discussion on national strategy that resulted in the formulation of 
national health policy in 1983 with laid down specific targets and goals to be achieved 
by the year 2000 AD. This is to be considered in relation to various health indicators 
like, infant mortality rate, maternal mortality rate, immunization, safe water supply and 
demographic data; like crude death rate, and birth rate and net reproductive rate. At the 
end of the discussion we have appraised you of the role of nurse in support of health 
for all where we have discussed the strategies and actions proposed for achieving the 


goal. 

These are | 

1) - Development of corps of well-informed Nurses 

_ 2) . Nurses at policy and decision making devels 
3) Nursing practice and primary health care 


4) Fundamental changes at all levels of nursing education 


- 5) Research in nursing administration, practice and education for primary health care. 


t the actions taken by National Nursing Associations and 


izati ‘aving the goal of Health For All where we focussed on : 
es coach : our National Nursing Association. The main 


recommendations and resolutions passed by ! 
recommendation and resolution was to restructure and reorient the nursing education 
system as a whole towards PHC and HFA. ; 43 


Finally we have talked abou 


Health for All 


3.6 ANSWERS TO CHECK YOUR PROGRESS 


Check Your Progress 1 


a) cause of death and disease 

b) nutritional status | 

C) water ‘supply and sanitation 

d) literacy and economic situation 


e) demographic trends 


Check Your Progress 2 


i) 
ii) 
iii) 


iv) 


community =f 
poverty; malnutrition; ignorance; disease; contaminated water supply; poor housing; 
etc. . 

agriculture, industry, education, housing and communication 

the attainment of a level of health that will enable every individual to lead a 
socially and economically productive life. _ 


Check Your Progress 3 


i) 


a 


Primary Health Care 

1982 

Infant mortality rate (IMR) 
Maternal mortality rate (MMR) 
Crude death rate (CDR) 

Crude birth rate (CBR) 

Net reproductive rate (NRR) 
Life expectancy 


UNIT 4° ORGANIZATION OF HEALTH 
SYSTEM BASED ON PRIMARY 
| HEALTH CARE | 


- Structure 


4.0 Objectives 
4.1 Introduction 
4.2 Meaning and Characteristics of Health System Based on Primary Health Care 
4.3 Structural Organization of Health System 
4.3.1 - Central Level 
4.3.2 State Level 
4.3.3 District Level | 
4.4 Health System Infrastructure Based on Primary Health Care 
44.1 Village Level 
44.2 Sub-centre Level 
44.3 Primary Health Centre Level. 
.44.4 Referral System , 
4.5 Let Us Sum Up 
_ 4.6 Answers to Check Your Progress 


4.0 OBJECTIVES 


In this Unit you will learn about organisation of Health System based on Primary Health 
Care (PHC). After studying this unit you should be able to: 


Define the health system, 

List the characteristics of health system, 

Describe the organizational structure of health system, at Central, State and District 

levels, and | 
e Explain the health system infrastructure based on Primary Health Care. - 


4.11 INTRODUCTION 


In Unit 1 you revised and reviewed the concept of health which is “a complete 
state of physical, mental and social well-being and not merely the absence of 
disease or infirmity.” (WHO 1946). Second Unit dealt with concepts and oe 
principles of Primary Health Care. In Unit 3 you have learnt that in 1977 thirtieth 
World Health Assembly decided that main target of governments and WHO in 

the coming decades should be to achieve goal of Health For All by the year 


2000 AD. 


In this Unit we shall discuss the definition and essential characteristics of health system. 


Health system intends to develop its own health care delivery system independent of the 


Central Government. | 
ealth system infrastructure at Central, State and 
1 introduce you to the health care system/ 

hich mainly focuses on rural health 


We shall also focus our attention on h 
District levels. And at the end we shal 
infrastructure based on Primary Health Care w 
services. 


Let us begin with the definition and characteristics, of health system. 


45 
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_ consist of coordinated parts extending to 


given below. 


4.2 MEANING AND CHARACTERISTICS OF HEALTH 


Mes cs 


coherent whole of many interrelated . 
sectoral, as well as community itself, which 
of the population. Health system should 
the home, the work place, the school and 


Health system can be broadly defined as 
component parts, both sectoral and inter- 
produces a combined effect on the health 


community. © | 
to understand the above définition you will be interested to learn that 

what are interrelated coneponent parts. The components of health system pes 
concepts (é.g. health and disease), ideas (e.g. equity coverage, effectiveness, efficiency, 
impact), objects (e.g. hospitals, health centres, health programmes) and ation be 
(e.g. providers and consumers). Together these form a unified whole in whic e 
components interact to support or control one another. Of all these components 
discussed here we shall mainly highlight the objects and persons (health system 


infrastrucure). | ; | 
The health system aims at delivering the health services to the beneficiaries. 


It constitutes the management sector and involves organisational maiters, and 
also in allocating resources,. translating policies into services, evaluation and. health 


education. 


If you try 


The aim of health system is health development which includes continuous and 
progressive improvement of the health status of a population, i.e. community. 


- Health system encompasses promotive, preventive, curative and rehabilitative aspects an 


also caters care of the extremely disabled and incurable. 


Hope. you have now understood the meaning of health system as discussed above. We 
shall now turn our attention towards the essential characteristics of the health system as _ 


These characteristics/principles are applicable to all health system based on primary 


‘health care. 


© . The system should encompass the entire population on the basis of equality and 


responsibility. It should include components from the health sector and from other 

sectors, whose interrelated actions contribute to health (e.g. education sector, public 
works, animal husbandry and agriculture sector etc). Health is a subject of overall 
‘socioeconomic mileu of the community. | ee 


e Primary health care, consisting of at least the essential elements included in the 
declaration of Alma-Ata should be delivered at the first point of contact between 
individuals and health system. (See Unit 2, Section 2, for reference of essential 
elements of PHC.) ; | 


r) At intermediate levels more complex problems should be dealt with and more 
skilled and specialized care as well as logistic support should be provided. 


e@ Better trained staff, ice., Supervisory staff, should provide continuing education/ 


training to primary health care workers, as well as guide the public of different — 
communities and community health workers on practical problems arising in 
connection with all aspects of primary health care. , 


e@ The central level should coordinate all parts of the system and provide planning 
and management expertise. It should also provide highly specialized care, teaching 
for specialized staff, the staffing of such institutions (as central laboratories), and 
central logistic and financial support. ! : 


If you think deeply for a while and analyse what does these above mentioned 
characteristics indicate? These clearly indicate that health System is not a separate entity 
It includes components and actions not only from the health sector but also from other | 
health related sectors such as agriculture, education, environment, animal husbandry 


communication etc., at various levels (central, intermediate and local). We shall discuss 
this in the following sections. Bh 


Check , 
Your Progress 1 Organization of Health 
System Based on 


i) Fill in the blanks: Primary Health Care 
a) Health system is defined as coherent whole of sane ‘eee parts, both 
Sectoral and .. 22684 332 as well as community itself. 
b) Health system aims at ............... the health services. 


¢) Health system constitutes management sector and involves 
matters. 


Seoesereevssces 


d) The aim of health system is health 


ii) List the characteristics of health system. 
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43 STRUCTURAL ORGANIZATION OF HEALTH | 
SYSTEM Sie | 


You know that health system in India is organized at three levels. i.e. Central level, 
State level and District level. 


Let us begin with organization at Central level. 

4.3.1 Organization at Central Level 

- The official FO of the health system at the national level consist of : 
i) The Ministry of Health and Family Welfare (MHFW); 


ii) The Directorate General of Health Services (DGHS); and 
iii) The Central Council of Health and Family Welfare. 


We shall talk of the organization and functions of each one of them. 


i) Ministry of Health and Family Welfare 
Organization 


The Union Ministry of Health and Family Welfare is headed by a Cabinet Minister, 
a Minister of State and a Deputy Health Minister. These are political appointments. 


Currently, the Union Health Ministry has two broad departments: 


e Department of Health, and 
e _ Department of Family Welfare. 
ed by a Secretary to the Government of India as its 


executive head who is an IAS officer and is assisted by joint secretaries, deputy 
secretaries and a large administrative staff. The Department of Family Welfare was 
created in 1966 within the Ministry of Health and Family Welfare. The Secretary to the 
Govt. of India in the Ministry of Health and Family Welfare is in overall charge of the 
Department of Family Welfare. He is assisted by an Additional Secretary’ & 


Commissioner (Family Welfare), 


The Health Department is head 


and one Joint Secretary. 


Functions ‘i 
n Health Ministry are set out in the Seventh Schedule of 


. Unio . 
The functions of. the Unt er (a) the Union List and (b) the 47 


Article 246 of the Constitution of India und 
Concurrent list. 
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Health is basically a State subject, though policy planning and Seinen ee a 
Centre level and responsibility for execution/implementauion of the “ys wi ng? 
lies with the State and Union Territories. At present India has 25 full-fledged States an 


7 Union Territories. 
a) 


Union List: The functions given in the Union List are: 


f central institutes such as the All India Institute of Hygiene 


inistration O 
. titute for the Control of 


and Public Health, Calcutta; National Ins 
Communicable Diseases, Delhi etc., - . 
Promotion of research through apex research bodies (ICMR) and other bodies, 


REGULATION AND DEVELOPMENT OF MEDICAL, | 
’ PHARMACEUTICAL, DENTAL AND NURSING. EDUCATIONAL AND — 


PROFESSIONAL INSTITUTIONS, 
Establishment and maintenance of drug standards, 
Census and collection and publication of other statistical data, 


Immigration and emigration, . 

Regulation of labour and the working of mines and oil fields, 

Coordination with States and with other ministries for promotion of 

health, and , nee ; . ie 
e International health. | : 


b) Concurrent List: The functions listed’ under the concurrent list are the . 
responsibility of both the Union and State Governments. The Centre and the States 
have simultaneous powers of legislation; the powers of the state are restricted to 
the framework of such legislation as may be undertaken by the Centre. The 
concurrent list includes: 

Prevention of extension of communicable diseases from one unit to another 

Prevention of adulteration of foodstuffs 

Control of drugs and poisons 

Vital statistics 

Labour welfare 

Ports other than major 

Economic and social planning, and 


Population control and family. planning. — 
li) Directorate General of Health Services 
Organization | 


The Director General of Health Services is the principal adviser to the Union 
Government in both medical and public health matters. He is assisted by an Additional 
Director General of Health Services, a team of deputies and a large administrative staff. 
The Directorate comprises three main units, €.g., medical care and hospitals ‘public | 
health and general administration. : : | ee 


Functions 


The specific functions of Directorate General of Health Services (DGHS) are the 
organization and administration of: 

International health relations and quarantine 

Control of drugs standards 

Medical stores depots 

Post graduate training 3 

Medical Education 

Medical Research 


National Health Programmes 


* Central Health Education Bureau . 
: ‘ ‘ Organization of Health 
® Health intelligence Pe System Based on 


@ National Medical Library Primary Health Care 


We shall now highlight the speci 
‘ pecific functions of D ; 
above mentioned list of functions. OH coveecst aa eaten of the 


international health relations and quarantine 


e Direct control of all the major ports of country like Calcutta, Visakhapatnam, 
Madras, Cochin, Bombay and Kandla and international air ports (Bombay- 
_ Santacruz, Calcutta-Dum Dum, Madras-Mecnambakkam Tiruchirapalli, Delhi- 
Palam). a ; | 
@ Undertaking all the matters relating to the obtaining of assistance: from 
international agencies and coordination of their activities in the country. 


~ 


Control of drugs standard 
Functions of DGHS ‘under this are: 


® Lay down and enforce drugs standards and control the manufacture and | 
distribution of drugs through both central and state government offices. 


@ — Test the quality of imported drugs as per Drugs Act (1940). 
‘Medical stores depots - | 


e - Union Government runs medical stores depots at Bombay, Madras, Calcutta, 
Karnal, Gauhati and Hyderabad. The functions undertaken by these depots are: 
Supply the civil medical requirements of the Central Government and of the 
various state Governments. Handle supplics from foreign agencies. 


Post-graduate training 


e Administration of national institutes which provide training to different categories 
of health personnel. Some of these institutes are All India Institute of Mental 
Health at Bangalore, RAK College of Nursing at Delhi, National Tuberculosis 
Institute at Bangalore, National Institute of Communicable Diseases at Delhi, 
Central Institute of Health and Family Welfare at Delhi, etc. 


Medical education ~ 


° DGHS is directly in charge of Medical Colleges like the Lady Hardinge, the 
Maulana Azad, and the JIPMER at Pondicherry, and Goa. . 


e ° Guiding and supporting of other medical colleges in the country. 


Medical Research 


f Medical Research in the country through the Indian 


e Organization and financing o 
(ICMR). The Council performs following functions 


Council of Medical Research 

_ in Medical Research 
-e. Aiding, promoting and 
: causation, prevention an 
permanent research institutes such as Cancer R 
Tuberculosis Chemotherapy Centre at Madras, 
National Institute of Nutrition at Hyderabad etc. 


coordinating scientific research on human diseases, their 
d cure. The research work is carried through several 
esearch Institute at Bombay, 
Virus Research Centre at Poona, 


National Health Programmes 


e The Central Directorate plays a very important part in planning, guiding and 
coordinating at all the national health programmes like malaria eradication, control 
of tuberculosis, filaria, leprosy, sexually transmitted disease (STD) etc. in the 


country. 


Central Health Education Bureau (CHEB) 


ating health awareness among people 


e Preparation of education material for cre : 
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° 


Offering training courses in health education to different categories of health 


workers. 


‘Health Intelligence 


Administration of Central Bureau of Health Intelligence which performs the 
functions like collection, compilation, analysis, evaluation and dissemination of all 
‘nformation on health statistics for the nation as a whole 


Disseminate epidemic intelligence to states and international bodies. | 


National Medical Library 


iil) 


Earlier (i.e. before 1966) this Library was called Central Medical/Library of 
Directorate General of Health Services. : 


The function of this Library is to help. in advancement of medical health and 
related sciences by collection, dissemination and exchange of information. 


Central Council of Health 


The Central Council of Health was set up by a Presidential Order on 9 August, 
1952 under Article 263 of the Constitution of India. The. council was set up for 
promoting coordinated and concerted action between the Centre and the States in 
the implementation of all the programmes and measures pertaining to the health of 


- the nation. The Union Health Minister is the Chairman and the State Health 


Ministers are its members. 


Functions 


The functions of the Central Council of Health are: 


To consider and recommend broad guidelines of policy matters concerning health — 


in all its aspects such as the provision of remedial and preventive care, 


environmental hygiene, nutrition, health education and the promotion of facilities 
for training and research. pee 


To make proposals for legislation in fields of activity relating to medical and 
public health matters and to lay down the pattern of development for the country 
as a whole. 


To make recommendations to tae Central Government regarding distribution of 
available. grants-in-aid for health purposes to the States and to review periodically 
the work accomplished in different areas through the utilisation of these grants- 
in-aid. | 

To establish any organization invested with appropriate functions for 

promoting and maintaining cooperation between the Central and States health 
administrations. | | ES 


Check Your Progress 2 


Fill in the blanks: 


i) 


iii) 


The official organising health system at the national level consists of 


3 
Op) i serag.<weless 
) BiG Sele. of sisis' eyeieie:9| 6 sie) 6 a ieretaiejeiesate wpareretalWauatatetele\s/ole\e, sisiu/é/ aie de (6\</s/siaip's label eisjers (je gure) ghee tanatalere Rare elaine crete ara 


eeoeeneeeeoeses 
phi ee ee ee ee i si ian iriure 


3) ene ee 
oes eeces econ nna ncdutip ES aeMMMMaiMeetaes .ciavlswcrst dct bets yee eet aan 


Director General of Health Services is the advisor to: the. ..... <0 ae ee in. . 
both medical and public health matters. 


Central Council of Health was set up for promoting coordinated and concerted 


ACHORCDERWEEN <0... 6.cssceclegeee PE i taeeen vietiaes vecaccias in the implementation 


of all the programmes and measures pertaining to the .................... of the 
nation. 


‘So fi isc er 
aur we discussed the organisation at Central level. Now we shall turn-our attention to 


the organisation at State level. 
4.3.2 State Level 


* wees there ne 25 States in India and as many types of health administration 
n € States, the management sector comprises the i) Mini ’ 
ii) Directorate of Health, ee mere ok Health.and 


i) State Ministry of Health 


: 


Organization 


The State Ministry of Health is headed by a Minister of Health and Family Welfare. 

The Health Secretariate is the official organ of the State Ministry of Health and is 

headed by a Secretary who is assisted by Deputy Secretaries, Under Secretaries and a 

it administrative staff. The Secretary is a senior officer of the Indian Administrative 
ervice. 


ii) State Health Directorate 


The Director of Health Services (known in some States as Director of Medical and 
Health Services) is the chief technical advisor to the State Government on all matters 
relating to medical and public health. He is also responsible tothe organization and _ 


- direction of all health activities. 


The Director of Health and Family Welfare is assisted by a suitable number of deputies 
and assistants. The Deputy and Assistant Directors of Health may be of two types, 
regional and functional. The Regional Directors inspect all the branches of public health 
within their jurisdiction, irrespective of their speciality. The Functional Directors are 
usually specialists in a particular branch of public health such as mother and child 
health, family planning, nutrition, tuberculosis, leprosy, health education etc. 


Functions 


The state has the responsibility of administration for all the health services operating 
within its jurisdiction. The responsibility of state includes, provision of medical care, 
preventive health services and pilgrimages within the state. These are functions included 


in state list. . 
Check Your Progress 3 
iy Fill in the blanks: 


Director of Health Services is the chief sc.aigeneetsss 


on all matters relating tO .....-..--+seeseeeerrees 


Activity 1 


Identify the organization structure of health and family welfare in your state and present 


it diagrammatically. 
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Hope you have understood the organization of health system at Central and State Ievel. 
Now we shall discuss the organisation at district level. 


4.3.3 District Level 


istration in India is the district under a Collector. There are 


inci admin 
Phe pin vs dia. Within each district again, there are 6 types of 


more that 430 districts in In 
administrative areas: w a +, 
LA a. Vd 
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Health for All 1) — Sub-Divisions 
2)  Tehsils (Taluka) 
3) Villages 
4) Municipalities and Corporations 
5) Community Development Blocks 


6) Panchayats 

Most districts in India are divided into two or more sub-divisions, each in charge of an 
Assistant Collector or Sub-Collector. Each division is again divided into tehsils (Taluka), 
in charge of a Tehsildar. A Tehsil usually comprises urban and rural areas. Urban areas 
are divided into Municipalitics/Corporations depending on the population which iS 
headed by Chairman/Mayors. The community development blocks are headed by Block 
Development officers and Panchayats are the local bodies. 


Health Organisation at District Level 


Since “Health” is a State subject, there is no uniform “model” of a district health | 
organization in India, each State has developed its own pattern to suit its policy and 


convenience. 


Under the Multi-purpose Workers Scheme, it has been suggested to the States to have 
an integrated set-up at the district level by having a Chief Medical Officér (CMO) with 
3 three D MOs (existing Civil Surgeons, District Health Officers and District. 

A Family Welfare Officers), each of the Deputy CMOs being incharge of one-third of the 
| district for all the Health, Family Welfare and MCH programmes. The recent workin, 
group on Health for All by 2000 AD, appointed by the Planning Commission, 

recommended that the District Hospitals should be converted into District Health — 
Centres, each centre monitoring all preventive, promotive and curative services of one | 
million population. It has been recommended that the district set up should be 
reorganised on the basis of the number of primary health centres it comprises. 


Community Health Centres 


Community health centres have been established by upgrading few of the primary health 
centre. Each community health centre covers.a population of one lakh (one in each 
community development block) with 30 beds with specialists in surgery, medicine, 
obstetrics and gynaccology, and pacdiatrics with X-ray and laboratory facilities. For: 
strengthening preventive and promotive aspects of health care, a new non-medical post _ 
called community health officer has becn created at each community health centre. The 
community health officer is sclected from amongst the supervisory. category of staff at 
the PHC and district level with minimum of-7 years experience in rural health © 
programmes. Some states have not accepted this scheme and have opted for a second 


medical officer. 
“Tne specialists at the conimunity health centre may refer a patient directly to the state oS 
level hospital or the nearest/ appropriate Medical College Hospital, as may be necessary, 
without the patient having to go first to the sub-divisional or district hospital. = 
Check Your Progress 4 
Fill in the blanks: 
i) Health officer incharge of district jg called ........ eter eer Pepe <e Scares 
ii) The functions of Deputy Chief Medical Officer are: oo 7 
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Before we discuss the infrastructure of health system based on Primary Health Care let 
52 us have a look at the illustration given below. This will give you an overview of health — 


caré delive | eo 
cllvery System at three levels of health care i.e. primary, secondary and tertiary _ Organization of Health 


levels. As you know a full range of pri 
ware primary health ate 
family and community health syste ary care (first level contact of individual, 


health centres. m) are being rendered through the agency of primary 


—— Health Care is being provided through the establishment of Community 
. entres (upgraded primary health centres covering a population of 1 per 100,000) 


sub-divisional and district hospitals where all basic speciali i 

“hs s 
av Aitable: | peciality services are being made 
Tertiary care is being provided at Regional Hospitals, Teaching Hospitals and super 
speciality hospitals where Super speciality services including sophisticated diagnosis. - 
specialized therapeutic and rehabilitative services are available. 


INSTITUTION 
x TIER OF DELIVERY 
‘REACHING SUPER SPECIALITY REGIONAL TERTIARY 


‘HOSPITALS HOSPITALS HOSPITALS HEALTH CARE 


DM & HQ, HOSP. SUPDT. 
DMEIO, DPHN 
OTHER SPECIALISTS 


- 1 PH. SPECIALIST (1/100,000) SECONDARY 


1 PHYSICIAN, 1 PAEDIATRICIAN Pop. HEALTH CARE 
1 OBSTETRICIAN, 1 SURGEON : 

1 ENDIG. PRACTITIONER = - —! 
2-3 MOs, BEE/ (180,000) 
H.ASSTS/CHO Pop. 
1 MALE MPHW SUB CENTRE (1/5000) PRIMARY HEALTH 
1 FEMALE MPHW Pop. CARE 
VHG.1,TBA.1 VILLAGE HEALTH POST (1/1000) 


AWW-1 Pop. 


The present nursing structure since Independence is not well organised and it has 
remained stagnat. In order to keep the desired pace with the expansion of the health 
services in the country, a memorandum was submitted to the high power committce on 
Nurses and nursing profession by the Trained Nurses Association of India, on behalf of 
- the nurses in India, to improve the organisational structure and nursing services (see 


: Appendix 3). 


“44 STRUCTURAL ORGANIZATION OF HEALTH 
SYSTEM BASED ON PRIMARY HEALTH CARE 


As a signatory to the Alma-Ata Declaration, the Government of India is committed ; 

to achieve the goal of Health for All through primary health care approach. Keeping in 
view the goal of “Health for All” by 2000 AD, the National Health Policy has laid 
down a plan of. action for reorienting and shaping the existing rural health infrastructure 
within the framework of Sixth (1980-88) and Seventh (1985-90) Five Year Plans. The 
establishment of primary health centres in our country in 1952 under the Community 
Development Programme has been a valuable national asset in our efforts to increase the 
outreach of our health system based on primary health care. 


The rural health infrastructure is based on a 3 tier system of services, provided at three 


levels 


i) Village level 
ii)  Subcentre level 
iii) Primary Health Centre level 


System Based on 
Primary Health Care ~ 


53 


Health for All 


iven below. 
We shall discuss organization of health system at 10 the three levels as gi 
Let us begin with health organization at village leve P 


4.4.1 Village Level oan 
gt e is universal coverage and equita le 
One oan en che all care must be available and accessible to 


istributi f health resources. That is, coe 
pe one er “ma everyone should have access to It. Based on this aim, the health 
organization at village level includes the following: 


a) Village Health Guides 


b) Local Dais 
c) | Anganwadi Workers 


a) Village Health Guides ae | | 
The Village Health Guides Scheme was introduced on 2nd October 1977 with the idea 
of securing peoples’ participation in the care. of their own health. The scheme was_ 
launched in all states except Kerala, Karnataka, Tamil Nadu, Arunachal Pradesh and 
Jammu and Kashmir which had alternative systems (e.g. Mini-health Centres in Tamil 
Nadu) of providing health services at the village level. : : | 

A Village Health Guide is a person who is interested in social service and is nota — 
government functionary. | , . 

The Health Guides come from and are chosen by. the community in which they work. © 


They serve as a link between the community and the governmental infrastructure. They. 
provide the first contact between the individual and the health system. 


The guidelines for their selection are: o- 
they should be permanent residents of the local community, preferably women 
they should be able to read and write, having minimum formal education at least 
up to the VI Standard — ee ose 
they should be acceptable to all sections of the community, and 


they should be able to spare at least 2 to 3 hours every day for community health 
work. . . 


After selection, the Health Guides undergo a short training in primary health care. The 
training is arranged in the nearest primary health centre, subcentre of any other suitable 
place for the duration of 200 hours, spread over a period of 3 months. During the 
training period, they receive a stipend. . 


On completion of training, they receive a training manual and a kit of simple medicines 
belonging to the modern and traditional system of medicine in vogue in that part of the 
country they belong. \ a 


- Broadly the duties assigned to health guides include 


@. treatment of minor ailments and provide first aid, 


_@ mother and child health including family planning, and 


@ health education and sanitation. ane 


The manual or guidebook gives them detailed information about medical care of 
common illnesses — of what they can and cannot do. In practical terms, they know 


when they should begin treatment by themselves and when they should refer the patient 
immediately to the nearest health centre | ‘ 


b) Local Dais 


Under the Rural Health Scheme based on the principle of “placing people’s health in 
people’s hands” (Shrivastav Committee, 1975) is an extensive programme to train all 
categories of local dais (Traditional Birth Attendents (TBA)) in the country to improve 
their knowledge in the clementary concepts of maternal and child health and 
sterilization, besides obstetric skills. The training is for 30 working days. Each dai is 


, rae cee Add 300 during her training period. Training is given at the PHC, Organization of Health 
centre for 2 days in a week, and on the remaining four days of the Seon Samaton 

. week they accompany the Health Worker (Female) (HW (F)) to-the villages preferably Primary Health Care 

in the dai S Own area. During her training each dai is required to conduct at least 2 

deliveries under the guidance and supervision of the HW(F),. ANM or Health 

Assistant (F). The emphasis during training is on asepsis so that home deliveries are 


conducted under safe hygienic conditions thereby reducing the maternal and infant 
mortality. . 


poster Successful completion of training, each dai is provided with a delivery kit and a 
certificate. She is entitled to receive an amount of Rs.2 per delivery provided the case is 
registered with the subcentre/PHC. To each infant registered by her, she will receive 
Rs 3. These dais are also expected to play a vital role in propagating small-family norm 

peated they are more acceptable to the community. Although the national target is to train 

one local dai in each village, the Seventh Five Year Plan’s objective is to train all 
untrained dais practising in the rural areas. Total number of dais trained from 1974 to 
date is 5.44 lakhs. - ) | 


c) Anganwadi Worker 


Anganwadi literally means a courtyard. Under the ICDS (integrated child development 
services) scheme, there is an anganwadi worker for a population of 1000. There are 
about 100 such workers in each ICDS project. As of date over 1600 ICDS blocks are 
functioning in the country. The anganwadi worker is selected from the community. she is 
expected to serve. She undergoes training in various aspects of health, nutrition, and 
child development for 4 months. She is a part-time worker. and is paid an honorarium 


‘for the services rendered. These services include 


health check up 
immunization, 
supplementary nutrition, 


health education (non-formal, pre-school, nursing mothers, other women (15-45 
years) and children below the age of 6 years). 


Alongwith Village Health Guides, the anganwadi workers are the community’s primary 
link with the health services and all other services for young children. 


4.4.2 Sub-Centre Level. 


The subcentre is the peripheral outpost of the existing health delivery system in rural 
areas. They are being established on the basis of one subcentre for every 5000 
population in general and one each in every 3000 population in hilly, tribal and 
backward areas. As of date 102,160 subcentres have been established in the country. 


‘The total requirement is estimated to be 1.38 lakhs. 


Each subcentre is manned by one male and one female health workers. At present the 
functions of a subcentre are limited to mother and child health, family planning and 
immunisation. The job responsibilities of HW(F) and HA(F) are given in Appendix 4. 


lities at all subcentre for IUD insertion, and 

simple laboratory investigations like routine examination of urine for albumin and 
sugar. The work at subcentres is supervised by male and female health assistants. 
According to the revised norm, one female HA will supervise the work of 6 female 


HWs. 2 
4.4.3 Primary Health Centre Level 


All of us are now aware about the concept of Primary Health Centre (PHC) and bide 
hope you all must had an opportunity to work or visit PHC. The Bhore Committee in 
1946 gave the concept of a primary health centre as a basic health unit, to provide, as 
close to the people as possible, an integrated curative and preventive and gaat 
aspects of health care to the rural population with emphasis on preventive and promotive 
aspects of health care. 


It is proposed to extend the faci 


mi ‘no. a-health centre to serve a population of 10,000 
The Bhore Committee aimed at having a: | n-¢ 
to 20,000 with 6 medical officers, 6 public health nurses and other supporting staff. But ” 


in view of the limited resources, the Bhore Committee’s recommendations could not be 


arent fully implemented, even after a lapse of 40 years. 

entre and its subcentres have been visualized as the proper 

ide health services to the rural population and to achieve goal of 
HFA. The Declaration of Alma-Ata Conference in 1978 setting the goal of Health for 
All by 2000 AD for health services focuses on the new approach to health care delivery 
system which is based on a new philosophy of equity, and a new approach, the primary 
health care approach. The National Health Policy (1983) proposed reorganization of 
primary health centres on the basis of one PHC for every 30, 000 rural population in the 
plains, and one PHC for every: 20, 000 pet in hilly, tri ry and backward areas for 


more effective coverage. | 


The primary health c 
infrastructure to provi 


Functions of the PHC 


‘The functions of the primary health c centre in india cover all the Sencisiied ebsinierite of 
primary health care as outlined in the Alma-Ata Declaration. ore are: 


1). Medical care’ = te | 

2) MCH including family planning - 

3) | Safe water supply and basic sanitation 

4) Prevention and control of. locally endemic diseases ae 

‘S) Collection and reporting of vital statistics 

6) Education about health and nutrition 

| 7). National Health Peete like Malaria, Filaria, ee Tuberculosis, STD, 
AIDS etc. — . 

8) Referral services | : | 
9) Training of health guides, health workers, local dais and health assistants 


oe 10) Basic laboratory services 


‘It is ; proposed to equip the primary health centres with facilities for ici surgical 
- procedures (e.g. vasectomy, tubectomy, MTP and minor surgical procedures) and for 
-.. paediatric care. In order to reorient medical education towards the needs of the country 
-. and community care, three Dene. neal centres have ne attached to on of the i 


medical colleges. 
- Staffing pattern 


At present in each community @ anpment block, there is one PHC which covers 
100,000 or more population. By the year 1990, one PHC is envisaged for every 30,000 | 
population. In the new ey each re will have the wn: ‘staff: 


At the PHC Level 


‘Medical oficer : - 
Block Extension Edusae (BEE) > 
Health Assistant (male) 

Health Assistant (female) 
_ Supporting staff (e. 2. compounder, 


driver, lab. technician, 
ancillary staff) 


ced 


= 


At the Subcentre _ 

Health worker (male) | | o 
Health worker (female) | | 1 
4.4.4 Referral System 


In foregoing séctions you got a good idea about the organisati i 
ganisation of health system in our 
country. We shall now talk about referral system. ae : 


A good referral system is an essential component of health care system. Referrals are 
56 used to provide access to health care for clients in need. In referral, the cases beyond 


are wanfened 10 he higher vel metic a at Primary eal cone oe at 
ie gies va Skiers oa is to identify contact people within agencies ey Health Care 
sn cl ; ment of referred Cases so that they are not lost in the 

sg _ pies Race : +i act as liaison person dealing with the proper community 

referring the client are: OF the client. The points to be kept in mind while 


Specialities Hospitals 


Teaching Hospital/ 
Regional Hospital 
(Tertiary level care) © 


Rural Hospital 
(Secondary level care) 


2 
—— GEE coe Gere cee aS Gos GuEE Gee ae Gus GEE euume eens meee quo Gun Gem 


Subcentre - FHW 
_ (Primary level care) 


Village Health Guide 


Fig. 4.1: PHC Referral system 


_ It is important to determine the efficiency and the cost effectiveness of a service for 
example how quickly is the referral made? 
Does referral system ease the clients flow? 

~ Does it lessen the cost and time spent seeking treatment for the patient? - 


An effective referral service is based on best on networking relationship built through ~~ 
meetings, informal gatherings and telephone conversations. It is also important that all 
‘the health personnel working in various levels of health institutions be instructed to use 


the referral system. ; 
_ The clients who need to be referred are grouped into three categories. 
According to J.E. Park and K. Park, these categories are: 


Fatal condition; life cannot be saved even with treatment 


Category 1 , 
Baneney 2 Serious conditions; life can be, saved but only with immediate 
treatment. | ees : 
Category 3 ~ Minor conditions; life is not threatened and referral can be 
. safely delayed 


bie scien the patients you as a health worker has to prepare Reference slips 


containing following information. 
Patient’s address and Identification number 
Present complaint | 

Treatment given, if any : 
Reasons for referral | 
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Name and designation of Person making the referral 
Name of PHC making the reference ° 
Date and time of reference 


Check Your Progress 5 


Fill ‘in the blanks: 
The health system in rural area is organized at the following levels 


i) 
ii) Health functionary at village level is ............ ieee a oe rk eee 
“iii) Rura! health scheme was introduced on .......... fseae ones tile swe» ewe oes seas oe 
iv) Health guide should be drawn from ............... Pa aReR nn cvs o5a00acane te 
v) Health guides are trained for a period Of ....2..0<. oetceeceeeeeeeseeesenescnsenes months 
vi) Local dais are trained for a period of ...................+.20- Bas in concept of 
ae Ma 1. RM ee 
ay Anganwadi worker caters to a population of Weer is teins cous vv 


viii) | The services rendered by Anganwadi worker, include 


SHHSHTHHTSEHHSSHOHSHOHSHETOHESHOHOSHHHSHSHHSHHOSHSHHEH TOSSES SEHET HHS HOCHTHOSHSSHHTESOHHHOSE HOS OEBEEESEHEOESEEES 
SOSH HEHTHHSEHHHE HHS HHSOHERESOOHSOTE HOES HTEEHOHHRESEOHHSES EOE HAEHTHSEHE SHORES OHS OHSSESFOLFC CC CEOEASLESSEOCS 
SOTO H SOHO SHH HH OEE EMO E OSES EEESES OHO TEESE EEHESEE SO SETEHHEHCOCEDTESCO HES OOS OCH EE ESO COL LeEEE OL OCR EOS eee oSOCS 
OOOO OOOO) OOO OOS CICKS SLC A'SiO5S,6) 418 e!0 0.00100 0 0 0 6,00 6 0/0 0,0'0) 60 01410 0) 610 18/0: 0/0)8'0 Glee! 6/6) ee'6\el6] 6 @ 6)0)6.0\0 0 0160 400106 :6 'a\e(u alaiutaigialelsietn 


SOO OOOO OSS SR OO OEM SRB O1'E S60: 01010! 4 00 © 00:0 816,40 666) 916 Sele SN O10 Wes ONS O66 Vl GlalS1s 0 9.8 eles\0 0:0 ele siele © 6.0) e po sialeinrereteiene 


4.5 LET US SUM UP 


We have discussed about the organization of health system. Health system is defined as 


coherent whole of many interrelated component parts, both sectoral and intersectoral as 
well as community itself, which produces a combined effect on the health of the 
population. Health system is organized at three levels: centre, state and district level. : 
At the central level official organs are, Ministry of Health and Family Welfare, 
Directorate General of Health Services (DGHS) and Central Council of Health and 
Family Welfare. The union ministry of Health is headed by a cabinet minister, a 
minister of state and a deputy health minister and it has two departments i.e. 
department of health and department of family welfare. These departments are headed 


by secretary to the Government of India with an additional secretary for family welfare 
department. 


At state level the health sector comprises the state ministry of Health and Family 
Welfare and Directorate of Health. State ministry of health is headed by a state minister 
of health and family welfare and secretary assisted by number of deputy secretaries and 
under secretaries. At the directorate level Director of Health and Medical Education is _ 
the chief technical adviser to the state government on all matters related to medicine and 
public health. At the district level, Chief Medical Officer (CMO) is head of district 
health services with three deputy chief medical officers. Lastly we discussed about the 


organisation of health infrastructure based on primary health care, which mainly focuses 
on rural health services. 


These services are organized on three levels i.e. village level, subcentre level and 
primary health centre level. At village level the main functionary, is village health guide 
subcentre is manned by one male and one female health worker (HWE and HWM) and 


~ 


at the primary health centre level Medical Of i 
| ficer is th 
officers, health assistants and other staff. . is the head assisted by the medical 


4.6 ANSWERS TO CHECK YOUR PROGRESS 


Check Your Progress 1 


i) a) _ interrelated 
intersectoral 


b) delivering 
c) organisational 
d) development 
ii) | Characteristics of Health System 
. — serves all 
— equality 
— prime responsibility 
— intersectoral action | 
— essential elements 
— specialized | 
Check Your Progress 2 
i) a) Ministry of Health and Family Welfare 
b) The Directorate General of Health Services. 
c) Central Council of Health and Family Welfare , 
ii) Union Governments | 
iii) Centre, state, health. 
Check Your Progress 3 
i) Technical adviser, medicine and public-health : 
Check Your Progress 4 | 
i) Chief Medical Officer 
| ii) Deputy CMO in charge of 1/3 district for health, Family Welfare and MCH 
programme. | 7 
Check Your Progress 5 


i) Village level 
Sub-centre level 
Primary health centre level 


ii) Village Health Guide © 
iii) 2 October, 1977 


iv) Community they serve * 


v) three | 
da s . . . 
ai and child health and sterilization and obstetric skills. 
vii) 1000 
viii) Health check up 
Immunization 


Supplementary nutrition 
Non-formal pre-school education 


Referral services 
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UNIT 5 HEALTH CARE RESOURCES 
| AND MONITORING AND 
EVALUATION OF HEALTH 


SERVICES 


Structure 


5.0 Objectives 
5.1 Introduction 
5.2 Human Resources Development 
5.2.1. Strategy and Definition 
5.2.2 Sector-wise Distribution 
5.2.3 Rural-Urban Distribution 
5.2.4 Planning and Ratio in Relation to Population 
5.2.5 International Action and Role of WHO 
' §.3 Financial and Material Resources | 
5.3.1 Financial Resources and GNP » < 
5.3.2 Priority in Financial Allocation —__ 
5.3.3 Review Distribution and Reallocation of Health Budget 
5.3.4 Estimate the Financial Needs and Secure Additional Funds 
5.3.5 _ International Action and the Role of WHO 
-5.4° Monitoring and Evaluation . . : : 
5.4.1 Definition and Importance of Monitoring 
5.4.2. Monitoring vs Surveillance 
5.4.3 Evaluation | ; 
5.4.4 Elements of Evaluation Process 
5.4.5 General Steps of Evaluation 
5.4.6. Evaluation of Health Services _ x 
5.5 Indicators of Health Monitoring and Evaluation 
5.5.1 Characteristics of Indicators og Ris 
5.5.2 Broad Classification of Indicators in Health Measurement | 
5.5.3 Details of Indicator Selected for Monitoring Progress towards Health For All 
5.6 Let Us Sum Up pee aay 
5.7 Glossary | So ee 
5.8 Answers to Check Your Progress fin 


5.0 OBJECHVES =~ — 


| After completing this unit you should. be able to: 


@ Describe the measures to develop human resources for health, 
Find and explain ways of ensuring community involvement to be adopted by the 


ministry of health, 
. Describe the whole gamut of health manpower, including international agencies 
'_ €ngaged in delivery of national health care service, a ee 


e@ — Explain the action required to develop monitoring and | 
=e g and evaluation process: 
of managerial process for national health development. : Me 


3.1 INTRODUCTION 


In Unit 5 you have learnt the organization of health system based on primary health 


care and the action required to promote and support it, which are the main thrusts of the 


global pried of Health For All. Inseparable parts of the strategy are the actions 
. ed generate and mobilize all possible human and financial resources and 

eve . of suitable monitoring and evaluation process. Resources are needed to 
=" ns —— health needs of a community. No nation, however rich, has enough 
ao mck all the needs or all aspects of health care of its citizens. Therefore an 
i of the available resources, their proper allocation and efficient utilization are 
“SSENMaROR yrs for providing efficient health care services. The basic resources 

vicing nealth care are Man, Money and Material which i 

following broad categories: ‘ ae een ee 


i) Human Resources 
es) Money and Material Resources. 


5.2 HUMAN RESOURCES DEVELOPMENT 


The strategy seeks to involve not only the health personnel but also many other 


personnel from various sectors as human resources. Primary health care has to mobilize 


human potential of the entire community. This is possible on condition that individuals 
and families accept greater responsibility for their own health. People need to be 
involved in deciding on the health system required by them and the health technology 
acceptable to them, in delivering a part of national health programme. This is to be 
achieved through SELF CARE and FAMILY CARE and involvement in joint action for 
health. Health manpower constitutes a major part in human resources, so it is explained 
in further details. 
5.2.1 Strategy and Definition 
The term “health manpower” includes both professional (Doctors & Nurses) and | 
auxilliary health personnel (ANM, MPW, TBA, Lab.Techn.) who are needed to provide 
the health care. An auxilliary is defined by WHO as “technical worker in a certain field 


with less than full professional training”. Health manpower requirements of a country 
are based on 


i) health needs and demands of the populations: The health needs in turn are based 
on the health situation and health problems and aspirations of the people. 


ii) desired outputs: preventive, promotive, curative or rehabilitative; control or 
eradication. : 


5.2.2 Sector-wise Distribution 


The health care system is intended to deliver the health care services. It constitutes the 

‘management sector and involves organizational matters. It operates in the context of the 
socioeconomic and political framework of the country. In India, it is represented by five 
major sectors or agencies which differ from each other by the health technology applied 


and by the source of funds for operation. These are:. 
i) Public Sector 
| a) Primary health centres: 
Sub-centres 
. Anganwadis 
b) Hospitals/health centres 
Community health centre . 
Rural hospitals 
District hospitals/health centre 
Specialist hospitals 
Teaching hospitals 
ro) Health Insurance Schemes 


Employees State Insurance 
Central Government Health Scheme 
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d) Other agencies 
Defence services 
Railways 
ii) Private Sector 
a) Private hospitals, polyclinics, Nursing Homes, and Dispensaries 
b) General Practitioners and Clinics _ 


ii) Indigenous Systems of Medicine 


a) Ayurveda and Siddha 

b)  Unani and Tibbi — 

C) Homoeopathy 

d) Unregistered practitioners (Naturopathy) 


iii) Voluntary Health Agencies & Non-governmental Organizations 


a) Indian Red Cross Society 

b) The Hind Kusht Nivaran Sangh | 

c) Indian Council for Child Welfare 

d) . Tuberculosis Association of India 

€) Bharat Sevak Samaj 3 

f) Central Social Welfare Board 

g) The Kasturba Memorial Fund 

h) Family Planning Association of India — 

i) All India Women’s Conference 

i) The All India Blind Relief Society “Thi 
k) Professional Bodies—The Indian Medical Association (IMA), 


All India Dental Association (IDA) and Trained Nurses Association of - 
India (TNAI) | : 
1) Missionary Bodies—VHAI, CMAI, Ramakrishna Mission | 
-m) Individuals: Jamked in Maharashtra, Dhenabandhu in Tamil Nadu and - 
~  Community-Cell in Karnataka sia at 


n) International Agencies—Ford Foundation, CARE (Co-operative for 
American Relief Everywhere) WHO, ODA of various countries like UK, 
Japan, UNICEF, UNDP, UNFPA. 


5.2.3. Rural-Urban Distribution 


You have now learned about the sectorwise distribution of health manpower which 
does not give the real picture of available manpower according to geographical: area. 
When we analyse them between rural and urban area we can-observe the gross 
maldistribution of health manpower. Studies in India have shown that there is a 


‘concentration of doctors and nurses (up to 80 per cent) in urban areas where only 


20 per cent of population live. This maldistribution is chiefly attributing to absence 
of amenities in rural areas, lack of job satisfaction, professional isolation, lack of 


rural experience and inability to adjust to rural life by the professional doctors and 
nurses. } ; 


5.2.4 Planning and Ratio in Relation to Population 


Health manpower planning is an important aspect of community health planning 
It is based on series of accepted ratios such as doctor-population ratio *, 
nurs¢-population ratio, bed-population ratio, etc. For your understanding of the. 

depth of the problem of the availability of health manpower in the state, a set of data 
sheets from various government publications is given for your ready reference. See 


_ Appendices 5-14, 


5.2:5 International Action and the Role of WHO | _ Health Care Resources 
International action will include the following: | Evaluation of Health 
. . . y é 7 
i) oe will be collected and used internationally by the WHO regarding ae 
. people an groups throughout the world who could provide individual or group 

support to countries On various aspects of their strategies; 
ii) UNESCO, in its worldwide literacy programme will be requested to use 

health information with a view to providing basic understanding of 


nutritional and health needs and of preventi : | 
problems; — | Pp ) on and control of common health 


iii) WHO will engage in technical cooperation with its member states and promote 
such cooperation among them to ensure the maximum mobilization and _ 
development of personnel, for health; 7 


iv) WHO will ensure the involvement of other UN organizations like UNDP, UNFPA, 
International non-governmental and voluntary organisations by identifying specific 
tasks in which they can engage; | 


v) WHO will promote dialogue between developing and developed countries to 
preven. brain drain of health personnel. — | 


Check Your Progress 1 


Outline the five major sectors where the health manpower are engaged. 
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5.3 FINANCIAL AND MATERIAL RESOURCES _ 


ces are as essential as human resources for the - 

Ke strategy: It involves efficient use of existing resources 
and making provision for the additional resources. Plan outlay on medical, public 
health including water supply and sanitation and family welfare during the Seventh 

Five Year Plan was only Rs. 3392.9 crore which is 1.9% of the total plan budget (see 
Table 1). You may observe from the table that the budget allocation for health sector has 
been steadily decreasing from the First Five Year Plan through the Seventh Five Year 


Plan. 


Financial and material resour 
successful implementation of t 
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Table 1: Expenditure on Health Sector During the Different Plans 


A CT ee 


Bi. | Expenditure ‘ Percentage of 
Period (Rs. in Crore) expenditure on 
a ; health to expenditure 


on total public sector 


First Five Year Plan 1951-56 65.2 3.3 

- Second Five Year Plan 1956-61 140.8 3.0 
Third Five Year Plan 1961-66. 2259 2.6 
Annual Plans 1966-69 140.2 2% 
Fourth Five Year Plan 1969-74 335.5 eer 2.1 
Fifth Five Year Plan 1974-79 | 1608. 2 oe 1.9 
Sixth Five Year Plan 1980-85 - 1821.1 19 
Seventh Five Year Plan 1985-90 emmy 6) red ee 


Source: Health Information, India-1988, Central Bureau of Health Intelligence, Ministry of Health 
and Family Welfare, Government of India, New Delhi, 1988. — 


As the available financial resources is mearge, there is a need to allot proportionate 
funds to cach section considering their priorities and risk group (see Table 2). 


Table 2 : Seventh Plan Outlays—Health Sector 
(Rs. in crore) 


Programme : es Central; Centrally States/UTs Total 
schemes sponsored — eH 
. programmes — : 
~ -1) | Minimum Needs Programmes/_ 33.0 1063.4 1096.4 
~~~ Rural Health | | | 
2) Control of Communicable Pate. Se 474.7 = 1012.7 
. Diseases phe ‘ a Meigre  Geth: 
3) Hospitals and Dispensaries 65.8 . 
- 4) Medical Education and 
Traming : 75.5 
5) ICMR 100.0 
6) Indian Systems of Medicine 40.0 ‘gg 957.5 1283.9 
and Homeopathy | 
Ty > BSI a 41.8 
8) . Other programmes 41.8 : i we 
Total coe 339.6 SSG 2495.6 3392.9 


Source: Seventh Five Year Plan, 1985-90, Vol. 11, Government of India, Planning Commission, 
New Delhi, 1985. 


5.3.1 Financial Resources and GNP 


Money is an important resource for’ providing health services. Scarcity of money affects 
all parts of the health delivery system. In most developed countries, Government . 
expenditure for health lies between 610.12 per cent of Gross National Product (GNP). 
In under-developed countries it is Jess than 1 per cerit of the GNP and it seldom | 
exceeds 2 per cent of the GNP. To make matter worse, much of the spending is for 
services that reach only a small fraction of the population. 


5.3.2 Priority in Financia] Allocation. 


Since money and material are always scarce r 
effective use, with an cye for maximum “Outp 


See resources On preventing these diseases rather than spending money on. 
sivas prestigious medical institutions and other high cost medical establishments 
és ich Fea for a smail percentage of the sick citizens absorbing a large portion of the 
nationai health budget. Management techniques such as cost-effectiveness and cost- 


benefit analysis are now being used for allocation of resources in the field of 
community health. | : 


5.3.3. Review Distribution and Reallocation of Health Budget. 


1) Review of the allocation of health budget to primary health care at peripheral, 
intermediate and central levels in urban and rural areas and to specific underserved 
groups, 

il) Reallocation of the existing resources or any additional resources for providing 
primary health care to underserved population groups; 

iii) Analysis of the needs, in terms of costs and material, for appropriate health 
technology and establishment of hcalth infrastructure: 

-iv) Consideration of cost effectivencss of different technologies, of various health 


programmes, to find alternate ways of organising the health system in relation to 
the cost. 


5.3.4 Estimate the Financial Needs and Secure Additional Funds 


i) Estimation of the magnitude of total financial and material needs to implement the 
Strategy; . x 
ii) Consideration of alternative ways of financing the health system including the 
possible use of social security funds; e.g. ESI, CGHS; 
iii) Identifying activities that might attract external grant or loans; e.g 
; Leprosy control, child survival and Safe Motherhood, Universal Immunization, 
AIDS control; ‘ae 
iv) Encouraging governments (in developing countries) to request for grants and loans 
from other sources such as external banks, bilateral and multilateral agencies; e.g. _ 
World Bank: Rockfeller Foundation, CARE, Redd Barna, ODA of UK or Japan, 
Ford Foundation; | 
v) In developed countries, to influence concerned agencies to provide grants and 
. loans for the strategy; €.g., various religious organisations; 

vi) Presentation to their government a masterplan which outlines the use of all 
financial and material resources including direct and indirect financing e.g. local 
community resources in terms of available manpower, matcrial ana money, 
individual payments for service and the use of external loans and grants. 


5.3.5 International Action and the Role of WHO 


To mobilise financial resources, WHO’s action will consist of the following: 


i) ensure the exchange of information on alternative ways of financing health 
systems; 

ii) estimate the order of magnitude of financial needs for the strategy; | 

iii) promotion and development of methodology for and support cost-benefit and cost- 
effectiveness studies on health systems and technology; 

iv) strengthen developing countries’ capacities, on request, to prepare proposals for 


funding from external sources for health; - 


v) use its mechanisms to identify needs and facilitate mobilisation of funds as well as 


transfers between countries; | 
vi) establishment and coordination of activities of * global health oa ae me 
: group representation countries, intergovernmental, bilateral and mu tila ave 
agencies and foundations, as well as nongovernmental organisations, he ing 
together to rdtionalise the transfer of resources for ‘Health for All’ and to mobilise 


additional funds, if necessary. 
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Check Your Progress 2 
Tick either True or False against the following statements: 


i) 
National budget for health sector is: : 
a) | Mainly spent to build urban oriented prestigious curative institution T/F 
b) Directed to supply wholesome water and sewage system to the rural in 
population 
c) . 5% of GNP which is recommended by WHO to achieve health for all T/F 
d) At present it is only 3% of GNP T/F 


ii) State in 5 lines regarding the international action for mobilising financial and 
material resources. 
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eee eeceseeveerseseeoeseen 
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seeesseseseose 


POO S RHE SES HES SHKEHOHSHEHHEOHSHHHOHHSHHHEHETHHSHEHOHOHOHTHHHHHTHESHSEHSHHOSTHHHSHHHTSHHHHHSEHHSHHEOHE HEH OASE 
eeeecoere 


5.4 MONITORING AND EVALUATION | 


-- You have learnt all about health service resource in terms of Manpower, Money and 


Material distributed through out the county from centre to peripheral level. All these 
resources are allocated for Specified Programme or Task with Definite Goal. | 


In order to know the progress in implementation of any strategy, and to evaluate the 


_ effectiveness in improving the health status of the people it is essential to set up a 


process of monitoring and evaluation. Success of any programme depends on constant 
monitoring of its different activities by guidance of an inbuilt predetermined systems of 
monitoring and evaluation right at the stage of its inception. Monitoring process as well 


_as evaluation are complemientary to each other to observe and assess the progress of a 
planned programme. —- | 


We will now explain the process of monitoring and evaluation in the following sub- 
section. ee e 


5.4.1 Definition and Importance of Monitoring 


: Monitoring, we may define as the day-to-day follow-up of activities during their 


implementation Stage, to ensure that they are proceeding as planned and are on | 
schedule, It is a continuous process of observing, recording, and reporting on the 


activities of the organization or project. Monitoring, thus, consists of keeping track 


of the course of activities and identifying deviations and taking corrective action if 
deviations occur. ain pies a , ae 


5.4.2 Monitoring Vs Surveillance 


Definition of monitoring which you have learned is often taken as similar to that of 
surveillance. But in public health practice during the past 25 years they have taken on 
rather specific some what different meaning. 


i) Monitoring 


Monitoring is “the performance and analysis of routine measurements aimed at 
detecting changes in the environment or health status of populations.” Thus we 
have monitoring. of an air pollution, water quality, growth and nutriticnal status of 
children etc. It also refers to the measurement of performance of an ongoing » 


health service or a health professional, or of the extent to which patients comply 
with or adhere to advice from health professionals. : : 


‘concerned with the 


- Eyaluation is the process by 


identifying the health benefits derived ( 


- functioning both in the developed 


In management, monitoring refers to the continuous overseeing of activities to 
‘ensure that they are proceeding according to plan. It keeps track of performance 
of health staff, utilization of supplies and equipments, and the money spent in 
relation to the resources available so that if anything goes wrong immediate 
corrective measures can be taken. es 


ii) Surveillance 


Surveillance is defined in many ways. According to one interpretation, surveillance. 
means to watch over with great attention and authority of the minute details in a 
situation. Surveillance is also defined as the continuous scrutiny of the factors 
that determine the occurrence and distribution of disease and other conditions 
of ill-health. Surveillance programmes can assume any character and dimension— 


thus we have epidemiological surveillance, demographic surveillance, nutritional 
. Surveillance etc: = | . 


The main objectives of surveillance are: 


a) to provide information about new and changing trends in the health 
status of a population, e.g. morbidity, mortality, nutritional status or other 
indicators of environmental hazards, etc. ‘3 | 


b) to provide feedback which may be expected to modify the policy and the 
- System itself and lead to redefinition of objectives, and — 


c) to provide timely warning of public health disasters so that interventions 
‘can be mobilized. ; 


According to the above definitions, monitoring becomes one specific and essential 


_ part of the broader concept embraced by surveillance: Monitoring requires careful 


planning and the usc of standardized procedures and methods of data collection, 

but can then be carricd out over extended periods of time by technicians and 
automated instrumentation. Surveillance, in contrast, requires professional analysis — 
and sophisticated judgement of data leading to recommendations for control . 
activities. ; site a eee: 


5.4.3 ‘Evaluation 


It is to note that both monitoring and surveillance process are only to check the | 
deviation of any programme or activities from its aim tll it reaches to the goal in terms. 
of its resources. These tools fails to assess the programme achievement at its different 
level of implementation which is done by process of evaluation. 


The purpose of evaluation is to assess the achievement of the stated objectives of a 


_programme, its adequacy, its efficiency and its acceptance by all parties involved. 


While monitoring is confined to day-to-day ongoing opcrations, evaluation is mostly 
‘once final outcome and with factors associated with it. Good planning 


will have a built-in evaluation to. measure the performance and effectiveness and for 


feed-back to correct specific deficiencies. 


which results are compared with the intended 
objectives, or more simply the assessment of how well a programme is 
performing. Evaluation should always be considered during the planning and 
implementation stages of a programme or activity. Evaluation may be crucial in 

impact on morbidity, mortality, squelae, patient 
tion can be useful in identifying performance difficulties. Evaluation 
arried out to generate information for other purposes, ¢.g., to 
blem, extension of control activities, training and patient 


satisfaction). Evalua 
studies may also be c 
attract attention to a pro 
management, etc. 


The reasons for evaluation are as follows: 


plex. There has been a growing concern about their 
and developing countries. Questions are raised about 
edical care, utilization. and coverage of health services, benefits to : 

h in terms of morbidity and mortality reduction and improvement in the 
ents of care. An evaluation study addresses itself to these 


Health services have become com 


the quality of m 
community healt rit 
health status of the recip! 


issues. 
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5.4.4 Elements of Evaluation Process 
Evaluation is perhaps the most difficult task in the whole area of health services. The 
components of the evaluation process are: 


a) 


b) 


c) 


d) 


e) 


@ 


Relevance: Relevance or requisiteness relates to the appropriateness of the service, 
whether it is needed at all. If there is no need, the service can hardly be of any 
value. For example, vaccination against smallpox is now irrelevant because the 


- disease no longer exists in the world. 


Adequacy: It implics that sufficient attention has been paid to certain previously 
determined courses of action. For example, the staff allocated to a certain 
programme may. be described as inadequate if sufficient attention was not paid to 
the quantum of work-ioad and targets to be achicved. 


‘Accessibility: It is the propoftion of the given population that can be 


expected to use a specified, facility, service, etc. The barriers to 

accessibility may be physical (e.g., distance, travel, time); economic (e.g. 

travel cost, fee charged); or social and cultural (c.g., caste or language 

barricr). eu; sce : 
Acceptability: The service provided may be accessible, but not acceptable to all, 
e.g., male sterilization, screening for cervical or rectal cancer, insertion of copper 
T if the professional worker is male/female as the case may be. : 


_Effectiveness: It is the extent to which the undcrlying problem is prevented or 


alleviated. Thus it measures the degree of attainment of the predetermined | 
objectives and targets of the programme, service or institution — expressed, if 


. possible, in terms of health benefits, problem reduction or an improvement of 


an unsatisfactory health situation. The ultimate measures of the effectiveness. 
will be the reduction in morbidity and mortality rates. ee 


Efficiency: It is a measure of how well resources, money, men, material 

and timé are utilized to achieve a given effectiveness. The following exampies 
will illustrate: the number of immunizations provided in an year as compared to 
with an accepted norm using cotton and gauze to:clean the windows or chairs; 
during personal work on project time, a medical officer who cannot speak the 
language of the clicnt of a professional nurse who cannot insert a copper T or 
health personnel proceeding on long leave with no replacement. 


Impact: It is an expression of the overall effect of a programme services or 
institution, on health status and socioeconomic development. For example; as a 
result of malaria control in India, not only the incidence of malaria dropped down 
but all aspects of life-—-agricultural, industrial and social—showed an improvement. 
If the target of 100 per cent immunization has been reached, it must.also lead to 
reduction in the incidence or elimination of vaccine preventable diseases. If the 
larget of viliage water supply has been reached, it must also lead to a reduction in 


the incidence of diarrhoca diseases. 


Planning and evaluation must be viewed as a continuous interactive process, leading 


to continual modification beth of objectives and plans. Successful evaluation may 


also depend upon whether the means of evaluation were built into the design of the 


programme before it was implemented. 


5.4.5 General Steps of Evaluation — 


The basic steps involved are as follows: 


Determine what is to be evaluated 


' Establish standards and criteria 


Plan the methodology to be applied — 
Gather information 

Analyse the results 

Take action 

Re-evaluaic 


Determine what is to be ¢ , : 
‘ is to be evaluated Health Care Resources 
Generali saking . : and Monitoring and 
y speaking, there are three types of evaluation: . : Evaluation of Health 
Services 


a) Evaluation of “structure”: This is evaluation of whether facilities, 
equipment, manpower and Organization meet a standard accepted by experts as 

; . good. ; . 

b) Evaluation of “process”: The processes of medical care include the problems of 
Fecognition, diagnostic procedures, treatment and clinical management, care and 
prevention. The way in which the various activities of the programme is carried 
out is evaluated by. comparing with a predetermined standard. An objective and 
systematic way of evaluating the physician (or nurse) performance is known as 
“Medical (or nursing) Audit” . : . 

c) Evaluation of “outcome”: This is concerned with the end results, that is, 
whether persons using health services experience measurable benefits such as 

| improved survival or reduced disability. The traditional outcome components are 


the “S Ds” of iil-health, viz. disease, death, disability, discomfort and 
dissatisfaction. : 


Establishment of standards and criteria 


Standards and criteria must be established to determine how well the desired 
objectives have been attained. Naturally such standards are a prerequisite for 
evaluation. Standards and criteria must be developed in accordance with the focus of 
_evaluation— ast | | 
i) —_‘ Structural criteria: e.g., physical facilities and equipment, 
ii) Process criteria: ¢.g. every prenatal mother must receive 6 check-ups; every 
__ laboratory technician must examine 100 blood smears, etc; 
iii) Outcome criteria: c.g., an alterations in patient health status (cured, dead, 
disabled); or a change in behaviour resulting from health care (satisfaction, 
dissatisfaction); or the educational process (e.g., cessation of smoking, acceptance 
of a smail family norm), etc. 


Planning the methodology 


4 A format in keeping with the purpose of evaluation must be prepared for gathering 
information desired. Standards and criteria must be included at the planning stage. 


-Gathering information 


_ Evaluation requires collection of data or information. The type of information required 
- may include political, cultural, economic, environmental and administrative factors 
influencing the health situation as well. as mortality and morbidity statistics. It may also 
- concern health ‘and related socioeconomic policies, plans and programmes as well as the 
extent, scope and use of health systems, services and institutions. The amount of data 


_ required will depend on the purpose and use of the evaluation. 


Analysis of results | 
The analysis and interpretation of data and feedback to all individuals concerned should 
rtest time feasible, once information has been gathered. In 


take place within the sho : 
addition opportunities should be provided for discussing the evaluation results with all 


concerned. 


Taking action | 
For evaluation to be truly productive, emphasis should be placed on actions—actions 


designed to support, strengthen or otherwise modify the services involved. This may also 


call for shifting priorities, revising objectives, or development of new programmes or 
d needs. 


services to meet previously unidentifie 


Re-evaluation 


Evaluation is an ongoing process aimed mainly at rendering health activities more 


relevant, more efficient and more effective. : 
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5.4.6 Evaluation of Health Services 


trials have been extended to assess the effectiveness and 

ften, choices have to be made between alternative 
policies of health care delivery. The necessity of choice arises from the fact that 
resources are limited, and priorities must be set for the implementation of a large 
number of activities which could contribute to the welfare of the society, An excellent 
example of such an evaluation is the controlled trials in the chemotherapy of 
tuberculosis in India, which demonstrated that “domiciliary treatment” of pulmonary | 
tuberculosis was as effective as the more costlier “hospital or sanatorium treatment. The .. 
results of the study have gained international acceptance. and ushered in a new era—the 
era of “domiciliary treatment” in the treatment of tuberculosis. . 


Randomized controlled 
efficiency of health services: O 


‘More recenuy, multiphasic screening which has achieved great popularity in some 


countries, was evaluated by a randomized vast outlay of resources required to mount a — 
national programme of multiphasic screening in UK. Another example is that related to 
studies which have shown that many of the health care delivery tasks traditionally — 
performed by physicians can be performed by nurses and other paramedical workers, 

thus saving physician’s time for other essential tasks. These studies are also labelled as 


- “health services research” studies. - 


Check Your Progress 3 


i) Tick either Truc or False against the following statements: 


Monitoring of any programme is 


a) Keeping track of course of activities T/F 
b) Providing information about recent trends in disease pattern T/F 
c) Identifying deviation and taking corrective action, if needed T/F 
d) Day-to-day follow up activities during implementation T/F 


ii) List all the seven steps involved in evaluation process in chronological order. 


a) @eeeeeceteeseesseesereoesteoeoeeeseeoeneeesene (PSSHHS SOOT HELE RETESET SCE HE SOTHO ESE EHEHOT OOH EH EH OSE O HEE OES OEES 


Bie b eale a6 Oreteravs 
Biget oes Corvnwsgeinair’ sopensteetgeten aug wiles i betes va index bra ook Ee 


5.5 INDICATORS OF HEALTH MONITORING AND 
EVALUATION. — amet 


Now you have imbibed all about the process of monitoring and evaluation of Health 
Services implemented to uplift the health of the people. The level of health has to: be 
measured in some. units as kilogram for weight and meter for height. For this purpose 


we have different health indicators to measure the itati 2 Se 
‘ ualitat 
variables in health. qualitative _ quantitative 


A question that is often raised is, how healthy is a given community? Indicators are 
required not only to measure the health status of a community, but also to compare the 
health status of one country with that of another, for assessment of health care needs; 

for allocation of scarce resources; and for monitoring and evaluation of health services 


and targets of a programme are being attained, . 


- the name suggests, indicators are gnly an indication of a given situation ora 
reflection of that situation. In WHO’s guidelines for health programme evaluation 


can indicate direction and s 
groups of people at the same moment in time. 


indicators are defin i i 
ed as variables which help to measure changes. Often they are Health Care Resources 


sed i i 
used particularly when these changes cannot be measured sequentially over time, they and ioe 
peed of change and serve to compare diffcrent areas or —— pp 


i 


5.5.1 Characteristics of Indicators 


Indicators have been given scientific respectability; for example, ideal indicators: 


a) — should be valid, i.e., they should actually: measure what they are supposed to 


measure;. 


b) should be realiable and objective, i.e., the answers should be the same if. 
measured by different people in similar circumstances; 


. c) should be sensitive, i.c., they should be sensitive to changes in the. situation 


concemed; and 


d) should be specific, i.e., they should reflect changes only in the situation concerned. 


But in real life there are few indicators that comply with all these critcria. Measurement 
of health is sar from simple. 


5.5.2 Broad Classification of Indicators in Health Measurement 


As all of you have learnt that health is multidimensional in nature and each dimension 
is influenced by numerous factors, some known and many unknown. Therefore no single 
indicator can measure the health of people. It must be conceived in terms of a profile 
employing many indicators like: 


Mortality indicators 


Morbidity indicators 


Disability (rates) indicators 
Nutritional status indicators 

Health care delivery indicators 
Utilization (rates) indicators 
Indicators of social and mental health 
Environmental indicators 
Socioeconomic indicators 

Health policy indicators 

Indicators of quality of life 

Other indicators for specific situations 


We shall now study the same in detail for better understanding. 


Mortality indicators 


There are many measurements involved. 


This is considered a fair indicator of the comparative health of 


the people. Crude death rate is defined as the number of deaths per 1000 
population per year in a given community. It indicates the rate at which people are 
dying. Strictly speaking, health should not be measured by the number of deaths that 
occur in a community. But in many countries, the crude death rate is the only available 
indicator of health. When used for international comparison, the usefulness of the crude 
death rate is restricted because it is influenced by the age-sex composition of the 

opulation. Although not a perfect measure of health status, a decrease in death rate 
“id g the overall health improvement in a population. 


rovides a good tool for assessin nig “gs 
B eaucing th number of deaths in the population is an obvious goal of medicine and 
health care, and success or failure to do so is a measure of a nation’s commitment to 


better health. In 1991 the crude death rate for India is 9.8 per thousand population. You 
could see the statewise estimation in Appendix 5. 
. Life expectancy at birth is “the average number of years that 


i f life: Ee ae ma 
& i a born alive into a population if the current age-specific 


a) Crude death rate: 
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mortality rates persist’. Life expectancy at birth is highly ee - pgs) a 
mortality rate where that is high. Life expectancy at the age of 1 exe - es atl 

of infant mortality, and life expectancy at the age of 5 excludes the influence o y i | 
mortality. Life expectancy at birth is used most frequently. It is estimated for both sexes” 
separately. It indicates an increase in the health status. 


Life expectancy is a good indicator of socio-economic development in general. As an 
indicator of long-term survival, it can be considered as a positive health indicator. It has 
been adopted as a global health indicator. A minimum life expectancy at birth of 60 
years is the goal of health for all by 2000 AD. For India life expectancy is 62.8 for 


urban and 53.7 in rural areas at present. 


c) Infant mortality rate: Infant mortality rate (iMR) is the ratio of deaths under 1 
year of age in a.given year to the total number of live births in the same year; usually 
expressed as a rate per 1000 live births. It is one of the most universally accepted 
indicators of health status not only of infants, but also of whole populations and of the — 
socioeconomic conditions under which they live. In addition, the infant mortality rate is . 
a sensitive indicator of the availability, utilization and effectiveness of health care, 
particularly perinatal care. The global strategy of health for all has suggested an infant 
mortality rate not more than 50-per 1000 live births by 2000 AD. In 1991 the IMR in- | 
India is 80 per thousand live births. You may study in detail the IMR for your state in 


Appendix 5. “ 


d) Child mortality rate: Another indicator related to. the overall health status is the 
early childhood (1-4 years) mortality rate. It is defined as the number of deaths at ages 
1-4 years in a given year, per 1000 children in that age group at the mid-point of © 
the year concerned. It thus excludes infant mortality. In India the CMR is 18.2 for 


urban and 39.4 in rural area at present. 


Apart from its correlation with inadequate MCH services, it is also related to insufficient 


_hutrition, low coverage by immunization and adverse environmental exposure and other 


exogenous agents. — 


Moriality indicators represent the traditional measures of health status. Even today they 
are probably the most oftcn used indirect indicators of health. As infectious diseases 
have been brought under control, mortality rates have declined to very low levels in 
many countries. Consequently mortality indicators are losing the sensitivity as health 
indicators in developed countrics. However mortality indicators continue to be used as 
the starting point in health status evaluation. | 


Morbidity indicators 


To describe health in terms of mortality rates only is misleading. This is because, 
mortality indicators do not reveal the burden of ill-health in a community, as for 
example mental illness, rheumatoid arthritis. Therefore morbidity indicators are used to 


- supplement mortality data to describe the developing countries than in the developed 


countries. The child mortality rate may be as much as 250 times higher. This indicates 
the magnitude of the gap and the room for improvement in the health status of 
developing and developed countries. . 


Maternal! (puerperal) mortality rate: Maternal (puerperal) mortality accounts for _ 
the greatest proportion of deaths among women of reproductive age in most of the 
developing world, although its importance is not always evident from official statistics. 
There are €normous variations in maternal mortality according to country level of 
socioeconomic Status. At present in India the MMR is 3-4 per ten thousand deliveries 
against Our national target of below 2 per ten thousand by 2000 AD. 


Disease-specific mortality: Mortality rates can be computed for specific diseases. As 
countries begin to extricate themselves from the burden of communicabl> diseases, a 
number of other indicators such as deaths from cancer,. cardiovascular diseases & 
accidents, diabetes etc. have cmerged as measures of specific disease problems, 
Morbidity statistics have also their own drawback. They tend to overlogk a large number 


of conditions which are subclinics, inapparent, that is, the hidden part of the iceberg of 
discase. 


yt Ni bo hi 
ae Pep ee: 
af ‘ 


a) proportion of in 


‘ d)  bed-occupancy rate (i.e., average daily 


| ‘The above list is neither 


The following morbidity rates are used for assessing ill-health in community: 


1) incidence and prevalence 
ii) notification rates 


Mm) _ attendance rates at out-patient departments, health centres, etc. 
iv) admission, readmission and discharge rates s 
v) duration of stay in hospital, and 


vi) spells of sickness or absence from work or school 


Nutritional status indicators 


Nutritional Status is a Positive health indicator. Three nutritional status indicators are 
considered important as indicators of health status. They are: 


a) anthropometric measurements of preschool children, e.g., weight and height, 
mid-arm circumference; 
b) heights (and sometimes weights) of children at school entry; and 


c) prevalence of low birth weight (less than 2.5 kg.) 
Health care delivery indicators 

The frequently used indicators of health care delivery are: 
a) Doctor-population ratio 

b) Nurse-population ratio 

c)  Population-bed ratio 

d) Population per health centre/subcentre 

e) Population per traditional birth attendant (TBA) 


These ‘indicators reflect the equity of distribution of health resources in different parts of 
the country, and of the provision of health care. 


Utilization rates 


In order to obtain additional information on health status the extent of use of health 
services is often investigated. Utilization of services—or actual covcrage—is expressed 


‘as the proportion of people in need of a service who actually receive it in a given 


period, usually a year. It is argued that utilization rates give some indication of the care 
needed by a population, and therefore, the health status of the population. In other 
words, a relationship exists between utilization of health care services and health needs 
and status. Health care utilization is also affected by factors such as availability and 
accessibility of health services and the attitude of an individual towards his health and 
the health care system. A few examples of utilization rates are given below : 


fants who are “fully immunized” against the 6 preventable diseases 
through extended programme of immunization (EPI) | 

b) proportion of pregnant women who receive antenatal care, or have their deliveries 
supervised by a trained birth attendant 

c) percentage of the population using the various methods of family planning 


in-patient census/average number of beds) 
average number of patients using the sub-center clinics 
average number of people using the anganwadi centers. 


exhaustive nor all-inclusive. The list can be expanded 
depending upon the services provided. These indicators direct attention whee from the 
biological aspects of disease m a population towards the discharge of socia 
responsibility: for the organization In delivery of health care services. 


d mental health 


of social and mental health are scarce, it is 
viz, indicators of social and mental pathology. These 


Indicators of social an 


positive indicators 


As long as valid 
es, 


necessary to use indirect measur 
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_obesity, etc. To these may be added family vio 


ime; fic accidents, 
include suicide, homicide, other acts of violence and other crime, road traf 


ing; i ilizers; 
i : buse; smoking; consumption of tranquilizers, 
juvenile delinquency, alcohol and drug abu TO ee oF noid ite 


syndromes and neglected and abandoned youth in the neignboe — 
indicators provide a guide to social action for improving the health of the people. 


Environmental indicators 

Environmental indictors reflect the quality of physical and biological environment in 
which diseases occur and in ‘which the people live. They include indicators relating to 
pollution of air and water, radiation, solid wastes, noise, exposure to toxic substances in 
food or drink. Among these, the most useful indicators are those measuring the 


proportion of population having access to safe water and sanitation facilities, as for 


example, percentage of households with safe water in the home or within 15 minutes 


walking distance from a water standpoint or protected well, adequate sanitary facilities 
in the home or immediate vicinity. 


Socioeconomic indicators 


These indicators do not directly measure health. Nevertheless, they are of great 
importance in the interpretation of the indicators of health care. ; 


These include: 


a) rate of population increase 


| b) per capita GNP 


c) level of unemployment 


d)_— dependency ratio 


e) literacy rates, especially female literacy rates 
f) family size 

g) housing; the number of persons per room 

h) per capita “calorie” availability 

Other indicator series 


a) Social indicators: Social indicators, as defined by the United Nations Statistical 
Office, have been divided into 12 categories: population, family formation, families 
and houscholds, learning and educational services, earning activities, distribution of 
income, consumption, and accumulation, social security and welfare services, 
health services and nutrition, housing and its environment, public order and safety, 
time use, leisure and culture, social stratification and mobility. 


| b) Basic needs indicators: Basic needs indicators are used by ILO. Those mentioned 


in “Basic needs performance” include calorie consumption; access to water; life 
expectancy; deaths due to disease; illiteracy, doctors and nurses per population; 
rooms per person; GNP per capita. 


c) Health For All indicators: For monitoring progress towards the goal of health for 
all by 2000 AD, the WHO has listed the following four categories of indicators. 


— Health policy indicators 

— Social and economic indicators releated to health 
~— Indication for the provision of health care 

— Health status indicators. 


5.5.3 Details of Indicators Selected for Monitoring P T 
Health For All OO eae 


a) Health policy indicators: 


— political commitment to health for all 

— resource allocation ‘ 

— the degree of equity of distribution of health services 
— community involvement 


— organizational framework and managerial process 


b) Social and economic indicators related to health: 
— fate of population increase 
— GNP or GDP 
— income distribution 
— work conditions 
— adult literacy rate 
— housing 
— food availability 
c) ‘Indicators for the provision of health care: 
— availability 
— _ accessibility 
— utilization 
— quality of care 
‘d) Health status indicators: 
— low birth weight (Percentage) 
—— nutritional status and psychosocial development of child 
— infant mortality rate 
— child mortality rate (1-4 years) 
— life expectancy at birth 
— maternal mortality rate 
— disease specific mortality 
— morbidity—incidence and prevalence 
— disability prevalence 


_ Check Your Progress 4 


Situation: In the year 1992 an urban community ‘A’ is inhabited by one lakh people 
having birth rate of 40 per 1000 population have evidenced with 320 unfortunate 
children who could not see their 1st birthday. 


i) Calculate the total number of live births in the community and calculate the infant 
mortality rate of the above community ‘AL. 
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| ii) List five health care delivery indicators. 
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ee a eemnnmmmmcmmmmmmuiarmceninter’ ese ious iene uarrour 
5.6 LET US SUM UP tS ea a 
LET US SUM UF 


ave learnt that for the successful implementation of the strategy of ; 
tions to generate and mobilize resources are required. Three iin oO 
resources namely, human resources and financial and et ee mh XY . 
All human resources, including community involvement, existing bie pati movi 
workers, professional and traditional health workers, will be mobi ized for oo ee 
participation in primary health care. Necessary reorientation and training will be gi : 
the health workers. For the best use of material and financial resources, ministries : 
health will ensure redistribution and reallocation of health budget for primary healtt 
care. Financial needs will be assessed and efforts at the national and international levels 
will be made to mobilize and secure additional funds for this purpose. International oe 
transfer of resources from developed to developing countries will be rationalized and, if 
necessary, these transfers will be increased. | 

Monitoring and evaluation are the essential parts of the strategy. To monitor progress 
during implementation and to evaluate its effect, a suitable monitoring and evaluation 
process will be set up. Indicators at the national level such as health indicators for the 
provision of health care and health status indicators will be used. At the global level 


In this unit, you h 
Health For All. Ac 


-_evaluation will be based on the number of countries in which certain indicators comply 


with predetermined norms. These ate : endorsement of policy at the highest official 
level, availability of primary health to the whole population, equitable distribution of 
resources, life expectancy at birth over 60 years, literacy rate over 70%, and infant 
mortality rate below 50 per 1000 live births. At the international level,, WHO’s 
mechanisms will be used for reporting on progress and assessing the impact of the 
strategy. | : x 


z 


5.7 GLOSSARY 


Health resources : ~ all the means available for a health system’s 
operation, including manpower, money, materials, 
buildings, equipment, supplies, skills, knowledge 
and technology and operational time. 


Health status : the general term for the state of health of an ; 
3 individual, group or population measured against 
accepted standards at a point of time. : 


Evaluation : is the systematic assessment of the achievement 
of the stated objectives in terms of its relevance, 
adequacy, progress, efficiency, effectiveness and 
impact of a health programme. It gives a 
feedback to correct deficiencies. 


Relevance > a programme is relevant if it answers the needs 
and social and health policies and priorities it has 
been designed to meet. _ 


Adequacy _ + @ programme is adequate if it is proportionate to 
requirements. | 
Efficiency > a programme is efficient if the effort expended on 


it is as good as possible in relation to the 
resources devoted to it. 


Effectiveness _ : it is effective if the results obtained conform with 
the objectives and targets for reducing the extent 
of the problem or improving an unsatisfactory 


situation, 
Impact oe : it is the overall effect on health status and 
socioeconomic development. : . 
Cost benefit : is the relationship between the cost of an activity 


and the benefits that accrue from it. 


Cost effectiveness 
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Check Your Progress 1 


i) a) Public sector 
b) Private sector 
c). Voluntary agencies 
d) Indegenous medicine - 
e) International agencies 


li) a) engage in technical cooperation with its Member States to ensure the 
maximum mobilization and development of personnel for health; 


_b) _ organize the collation’ and international use of information regarding people 
and groups who can provide: support to the strategy; 


-¢) promote dialogues between developing and developed countries to prevent 


the brain-drain of health personnel. 
‘Check Your Progress 2 
i) —a):s True b) False c) False d) True 


ii) | WHO will ensure exchange of information on alternate ways of financing health 
systems. It will estimate the order of magnitude of financial needs for the 
strategy: Support developing countries on request in preparing proposals for 
external funding for health, and will work together with other multilateral and 
bilateral agencies, foundations and ‘Health For All’ Resources group to 


rationalize international transfer of resources. 


Check Your Progress 3 

i) a) True b) False c) False d) True 
ii) a) Identification of problem 

b) Establishment of standard and criteria 

c) Plan the methodology to be applied. 

d) Gather information 

e) Analyse the results 

f) Take action 

g) Re-evaluate 


Check Your Progress 4 
; i) Total Live birth of Community A = Birth Rate x 


= st x 10,0000 = 4000 
ee Deaths of era under 1 yrs ee 
e Total Live birth in same year 
320 | 
IMR of Community A = 7000 x 1000 
Z = 80 per 1000 
ii) a) Doctor-population ratio 
‘b) Nurse-population ratio 
my. Population-bed ratio 


ealth centre/subcentre 


5 Population per h 
¢) Population per traditional birth attendant. 


is the telationship between cost and the extent 
to which a programme or other activity is 
contributing to the attainment of the objectives 
and targets for reducing the problem or 
improving an unsatisfactory Situation. 


Health Care Resources 
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APPENDIX 1 
ALMA-ATA DECLARATION 


the year 2000 was the central issue of 
You know that the attainment of health for all by 
the Siena Conference on Primary Health Care, held at Alma-Ata in September 
1978. The Declaration of Alma-Ata is reproduced here in full. 


DECLARATION OF ALMA-ATA 


The International Conference on Primary Health Care meeting in Alma-Ata this twelfth 
day of September in the year Nineteen hundred and seventy-cight, expressing the need 
for urgent action by all governments, all health and development workers, and the world 
community to protect and promote the health of all the people of the world, hereby 


makes the following Declaration: 
I 


The Conference strongly reaffirms that health, which is a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity, is a 
fundamental human right and that the attainment of the highest possible level of health 
is a most important worldwide social goal whose realization requires the action of many 
other social and economic sectors in addition to the health sector. 


II 


The existing gross inequality in the health status of the people particularly 

between developed and developing countries as well as within countries is politically, 
socially and economically unacceptable and is, therefore, of common concern to all 
countries. 


Ill 


Economic and social development, based on a New International Economic Order, is of 
basic importance to the fullest attainment of health for all and to the reduction of the 
gap between the health status of the developing and developed countries. The promotion 
and protection of the health of the people is essential to sustained economic and social 
development and contributes to a better quality of life and to world peace. 


IV 


The people have the right and duty to participate individually and collectively in the 
planning and implementation of their health care. 


V 


Government have a responsibility for the health of their people which can be fulfilled 
only by the provision of adequate health and social measures. A main social target of 
governments, international organisations and the whole world community in the coming 
decades should be the attainment by all people of the world by the year 2000 of a level 
of health that will permit them to lead a socially and economically productive life. 


Primary health care is the key to attaining this target as part of development in the spirit 
of social justice. 


VI 


Primary health care is essential health care based on practical, scientifically\sound and 
socially acceptable methods and technology made universally accessible to individuals 
and families in the community through their full participation and at a cost that the 
community and country can afford to maintain at every stage of their development in 
the spirit of self-reliance and self-determination. It forms an integral part both of the 


> 


Vil ; Appendices 


imary health care: 


reflects and ev , we | 
ee aan from the €conomic conditions and sociocultural and political 
or the country and its communities and is based on the application 


of the relevant results of social, biomedi 
‘ ’ ical 
public health experience: and health services research and 


| addresses the main health problems in the community, providing promotive, 
preventive, Curative and rehabilitative services accordingly; 


includes atleast: education concerning prevailing health problems and the 
methods of preventing and controlling them; promotion of food supply and 

- ‘proper nutrition, an adequate supply of safe water and basic sanitation; maternal 
and child health care, including family planning, immunization, against the major 
infectious diseases, prevention and control of locally endemic diseases, 
... treatment of common diseases and injuries; and provision of essential 
gs: 


involves, in addition to the health sector, al! related sectors and aspects of national 
and community development, in particular, agriculture, animal husbandry, food, 
industry, education, housing, public works, communications and other sectors; and 
demands the coordinated efforts of all those sectors; ee 


requires and promotes maximum community and individual self-reliance and 
participation in the planning, organisation, operation and control of primary heaith 
care, making fullest use of local, national and other available resources; and to 
this end develops, through appropriate education, the ability of communities to 
participate; aa 


should be sustained by integrated, functional and mutually-supportive referral 
-_ systems, leading to the progressive improvement of comprehensive health care for 
all, and giving priority to those most in need; o> 


relies, at local and referral levels, on health workers, including physicians, 
nurses, mid-wives, auxiliaries and community workers as applicable, as 


_ well as traditional practitioners as needed, suitably trained socially and technically 
to work as a health team and to respond to the expressed health needs of the 


community. 


vil 


d formulate national policies, strategies and plans of action to 
aunch and sustain primary health care as part of.a comprehensive national health system 
nd in coordination with other sectors. To this end, it will be necessary to exercise 
litical will, to mobilize the country’s resources and to use available external resources 


ationally. 


\ll governments shoul 


IX 


in a spirit of partnership and service to ensure 

e since the attainment of health by people in any ~ 
yne country directly concerns and benefits every other country. In this context the 
oint WHO/UNICEF report on primary health care constitutes a solid basis 

‘or the further development and operation of primary health care throughout the 


vorld. 


All countries shouid cooperate 
srimary health care for all peopl 


» 4 


Ith for all the people of the world by the year 2000 can be 
d better use of the world’s resources, a considerable part of 
nts and military conflicts. A genuine policy of 

d disarmament could and should release additional 

ed to peaceful aims and in particular to the 

t of which primary health care, as an 


An acceptable level of hea 
{tained through a fuller an 
which is now spent on armame 
ndependence, peace, detente an 
esources that could well be devot 
icceleration of social and economic developmen 
sssential part, should be allotted its proper share. ‘ 
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APPENDIX 2 


HEALTH POLICY 
The Goverment of India adopted a National Health Policy in August 1983. An 
abridged para-wise description of the policy is given below: 


Para 1: Indroductory 


The Constitution directs the state to regard the raising of the level of nutrition and the 
standard of living of its people and the improvement of public health among its primary 
duties. It is felt that an integrated, comprehensive approach towards the future 
development of medical education, research and health services requires to be 
established to serve the actual health needs and priorities of the country. It is in this 
context that the need has been felt to evolve a National Health Policy. 


Para 2; Our heritage 


“India has a rich heritage of medical and health sciences. The approach of our ancient 
medical systems was of a holistic nature.” 


Para 3: Progress achieved 


Since Independence, considerable progress has been achieved, especially in reference to 
smallpox, plague and cholera. Mortality has decreased from 27.4 to 14.8 and life 
expectancy at birth has increased from 32.7 to over 52. 


Para 4: The existing picture 


The demographic and health picture of the country constitutes a cause for serious and 
urgent concern, with special reference to the following: © | 


i) High rate of population growth 
ii) High mortality rates for women, children and infants 
iii) Malnutrition | 
iv) High prevalence of communicable and noncommunicable diseases, especially 
diarrheal diseases, leprosy, tuberculosis and blindness 


v) Poor access of rural population to potable water supply (31%) and basic 
sanitation (0.5%) | 


vi) ~ Poverty 
vii) Ignorance 
viii) Almost wholesale adoption of health manpower development policies based on 


the Western Models, resulting in the development of a cultural gap between the 
people and the personnel providing care 


ix) Establishment of curative centres based upon Western models, which are 
_ Inappropriate and irrelevant to the real needs of our people and their socio- 
economic condition 


x) Emphasis on hospital-based, cure oriented approach and neglect of preventive, 
promotive, public health and rehabilitative aspects of health care 


xi) Failure to involve the community in the identification of health needs and 
priorities, as well’as in implementation and management of various health related 
programmes, ° ies 


Para 5: Need for evolving a health policy—the revised 20 point programme 


India is committed to attaining the goal of “Health for all by the year 2000 AD” 


human development with the overall national soci0-economic development process 
specially in the more closely health related sectors, €.g., drugs and pharmaceuticals 
agriculture and food production, rural development, education and social welfare 


_ housing, water supply and sanitation 
prescribed Standards in the manufac 
environment. In sum, the contours 


, prevention of food adulteration, maintenance of 
oe ae sale os drugs and the conservation of the 
—, , € National Health Policy have to be evolved 
a a ene eee framework which seeks to provide universal, 
Saale “ i ary onl Care services, relevant to the actual needs and priorities of 
. SE iSeeciation ‘ ries which the people can afford, ensuring that the planning and 

» i ee alga various health programmes is through the organised involvement 

pation o the community, adequately utilising the services being rendered by 

private voluntary organisations active in the health sector. 


It is also necessary to ensure that the pattern of development of the health services 
infrastructure in the future fully takes into account the revised 20 Point Programme. The 
said programme attributes very high priority: promotion of family planning as a peoples’ 
programme on a voluntary basis; substantial augmentation and provision of primary — 
health care facilities on a universal basis; control‘ of leprosy, TB and blindness; 
acceleration of welfare programmes for women and children; nutrition programmes for 
pregnant women, nursing mothers and children, especially in the tribal, hill and 
backward areas. The programme also places high emphasis on the supply of drinking 
water to all problem villages, improvements in the housing and environments of the 
weaker sections of society; increased production of essential food items; integrated rural 
development; spread of universal elementary education, expansion of the public 
distribution system, etc. 


Para 6: Population stabilisation 


Improvement in health status of people cannot be achieved without achieving success in 
“securing the small family norm, through voluntray efforts and moving towards the goal 
of population stabilisation. It is necessary to enunciate, separately, a National Population 

- Policy”. ve 7 


Para 7: Medical and health education 


“The effective delivery of health care services would depend very largely on the nature 
of education, training and appropriate orientation towards community health of all 
categories of medical and health personnel and their capacity to function as an 
integrated team. Towards this end, it is necessary to formulate, separately, a National 
- Medical and Health Education Policy which: 


i) sets out the changes required to be brought about in the curricular contents and 
training programme of medical and health personnel, at various levels of 


functioning a 
ii) takes into account the need for establishing the extremely essential interrelations 
between functionaries of various grades . 
provides guidelines for the production of health personnel on the basis of 
realistically assessed manpower requirements tale 
iv) seeks to resolve the existing sharp regional imbalances in their availability 
v) ensures that personnel at all levels are socially motivated towards the rendering of 


community health services.” 


ili) 


Para 8: Need for providing primary health care with special emphasis on the 
preventive, promotive and rehabilitative aspects 


There is disproportionate emphasis on the establishment of curative centres, the large 
majority of which are located in the urban areas of the country. It is pangeadly necessary 
to restructure the health services within the following broad approach: 

rk of comprehensive primary health care services with the 
auxilliaries, para-medics and adequately 
trained multi-purpose workers. Services of private voluntary organisations active 
in the health field require to be utilised an integrated manner. 


| f the pri ld involve large scale 
hment of the primary health care approach wou 
és ‘emg DC tedee simple skills and technologies to Health Volunteers selected 
by the communities and enjoying their confidence. The quality of training of these 
: health guides/workers would be of crucial importance to the success of this 


approach. 


1) A well dispersed netwo 
organised support of volunteers, 
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3) 


4) 


5) 


6) 


7) 


8) 


9) 


10) 


11) 


12) 


The success of the decentralised primary herd a i Brean 21) sire 
ildi individual self-reliance an 
on the organised building up of in gh i ail 
icipati isi ed back up support of the seco 
articipation; on the provision of organs ck 1c 
rane levels of the health care services, providing adequate logistical and 


technical assistance. : 
The decentralisation of services would require the establishment of a well worked 
out referral system to provide adequate expertise nearest to the community. 

: ion-wide chain of sanitary-cum-epidemiological 


It is necessary to establish a nation 
stations. The location and functioning of these stations may be between the 


i ondary levels of the hierarchical structure, depending upcen the 
ee ud pe relevant considerations. Each such station would require 
to have suitably trained staff equipped to identify, plan and provide preventive, 
promotive and mental health care services. It would be beneficial depending up on 
the local situations, to establish such stations at the Primary Health Centres. The 
district health organisation should have, as an integral part of its set up, a well 
organised epidemiological unit to coordinate and superintend the functioning of the 


field stations. These stations would participate in the integrated action plans to 


eradicate and control 
problems. a 
The location of curative centres should be related to the populations they serve, — 
keeping in view the densities of population, distances, topography and transport 


diseases, besides tackling specific local environmental health 


‘connections. These centres should function within the recommended referral 


system. To maximise utilisation of available resources, new and additional curative 
centres should be established only in exceptional cases, the basic attempt being 
towards the upgradation of existing facilities. Expenditure or curative centres 
should be reduced.as much as possible. , vate 

With a view to reducing governmental expenditure and fully utilising untapped 
resources, planned programmes may be devised, related to the local requirements . 
and potentials, to encourage the establishment of practice by private medical 
professional, increased investment by non-governmental agencies in establishing 
curative centres and by offering organised logistical, financial and technical — 
support to voluntary agencies in the health field. . 


While the major focus of governmental efforts would be upon primary health care 


’ and.public health services, speciality and superspeciality services also need to be 


provided. To reduce governmental expenditures involved in the establishment of 


‘such centres, planned efforts should be made to encourage private investments in 


such fields so that the majority of such centres, within the governmental set up, - 
can provide adequate care and treatment to those. entitled to free care, the affluent 
sectors being looked after by the paying clinics. 


Special, well-coordinated programmes should be launched to provide mental health 
care as well as medical care and the physical and social rehabilitation of those 
who are mentally retarded, deaf, blind, physically disabled, infirm and the aged. . 
Also, suitably organised programmes would require to be launched to ensure the 
prevention of various disabilities. 


In the establishment of the reorganised services, the first priority. should be 
accorded to provide services to those residing in the tribal, hill and backward areas 
as well as to endemic disease affected populations and the vulnerable sections of 
the society. 


In the reorganised health services scheme, efforts should be made to ensure 
adequate mobility of personnel at all levels of functioning. 


In the various approaches, set out in (1) to (11) above, organised efforts 
would require to be made to fully utilise and assist in the enlargement of the 


ea being provided by private voluntary organisations active in the health 
ield. 


Para 9: Re-orientation of the existing health personnel 


A dynamic process of change and innovation is required to be brought about 
in the entire approach to health manpower development, ensuring the emergence 
of fully integrated bands of workers functioning within the ‘Health Team’ 
approach. tae 


shops Private practice by governmental functionaries Appendices 
It is desirable for the S 
medical personnel tates to take steps to phase out the system of private practice by 


el in government servi idi , 
: ce, providing at the same time for payment of 
appropriate compensatory non-practisin 9 alinteanen: pay 


ate ts of indigenous and other systems of medicine and their role 
| bay soak nila stock of health manpower comprising private practitioners in 
ot r example, Ayurveda, Unani, Sidha, Homeopathy,’ Yoga, Naturopathy, 
- This resource has: not so far been adequately utilised. The practitioners of these 
various systems enjoy high local acceptance and respect and consequently exert consid- . 
erable influence on health beliefs and practices. It is, therefore, necessary to initiate 
organised measures to enable each of these various systems of medicine.and health care 
_ to develop in accordance with its genius. Simultaneously, planned efforts should be 
made to dovetail the functioning of the practitioners of these various systems and 
integrate their services, at the appropriate levels, within specified areas of responsibility 
and functioning, in the overall health care delivery system, specially in regard to the 
preventive, promotive and public health objectives. Well considered steps would also 
require to be launched to move towards a meaningful, phased integration of the indige- 
nous and the modern systems. . 


Para 12: Problems requiring urgent attention 


i) Nutrition: Adequate nutrition for all segments of the population through a well 
developed distribution system, specially in the rural areas and urban slums should 
be ensured. The overall strategy would necessarily involve organised efforts at 
improving the purchasing power of the poorer sections of the society. Schemes 
like employment guarantee scheme to which the government is committed, could 
yield optimal results. Measures should be taken to improve dietary practices and to 
‘promote breast feeding. Supplementary feeding programmes directed to the 
vulnerable sections of the population should be arranged in chronically 
malnourished communities. : . | 

ii) Prevention of food adulteration and maintenance of the quality of drugs 

iii) . Water supply and sanitation: The provision of safe drinking water and sanitary 

disposal of waste waters, human and animal wastes, both in urban and rural areas, : 

" must constitute an integrated package. 

Environmental protection: It would be necessary to ensure against the haphazard 
exploitation of resources which cause ecological disturbances leading to fresh 


health hazards. Environmental ‘appraisal procedure must be developed and strictly 
applied in according clearance to the various industrial and developmental projects. 


iv) 


vy) Immunisation programme 
Maternal and child health services: A vicious relationship exists between high 
birth rates and high infant mortality, contributing to the desire for more children. 
The highest priority would, therefore, require to be devoted to efforts of launching 
special programmes for the improvement of maternal and child health, with a 
special focus on the less privileged sections of society. While efforts should 
continue at providing refresher training and orientation to the traditional birth 
attendants, schemes and programmes should be launched to ensure that 
progressively all deliveries are conducted by competently trained pernean. 
vii) School health programme ae a ae 
iii i ervices: There is urgent need for launching wet -considere 
ne cent and treat diseases and injuries arising from occupational 
a not only in the various :ndustries but also in the comparatively 


ynorganised sectors like agriculture. 


vi) 


Para 13: Health education 

arious fronts, would bear only marginal results unless 
backed by appropriate communication 
information in easily understandable form, to 
The public health education 33 


The recommended efforts, on Vv 
nationwide health education programmes, 


i h 
ies, are launched to provide healt | ir 
ae development of an attitude for healthy living. 


be supplemented by health, nutrition and population education 
ucational institutions at various levels. Simultaneously, efforts 
universal education, specially adult and family 
fforts to organse preventive and promotive health — 
al and child health cannot bear fruit. 


Health for All programmes should 
programmes in all ed 
would require to be made to promote 
education, without which the various € 
activities, family planning and improved matern 


Para 14: Management information system 


Appropriate decision making and programme planning in the health and related fields is — 
not possible without establishing an effective health information system. 


Para 15: Medical industry 


The country has built up sound technological and manufacturing capability in the field 
of drugs, vaccines bio-medical equipments etc. The available know-how requires to be 
adequately exploited to increase the production of essential and life saving drugs and 

~ vaccines of proven quality to fully meet the national requirements, specially in regard to 
the national programmes to combat Malaria, TB, Leprosy, Blindless, Diarrhoeal diseases 
etc. The production of the essential, life saving drugs under their generic names and the 
adoption of economical packaging practices would considerably reduce the unit cost of 
medicines, bringing them within the reach of the poorer sections of society, besides, 
significantly reducing the expenditure being incurred by the governmental organisation | 
on the purchase of drugs. In view of the low cost of indigenous and herbal medicines, 
organised efforts may be launched to establish herbal gardens, producing drugs of 
certified quality and making them easily available. ae 


_ The practitioners of the modern medical system rely heavily on diagnostic aids involving 
extensive use of costly, sophisticated bio-medical equipment. Effective mechanisms 
should be established to identify essential equipments required for extensive use and to 
promote and enlarge their indigenous manufacture, for such devices being readily 
available, at reasonable prices, for use at the health care centres. 


Para 16: Health insurance 


It would be necessary to devise well considered health insurance schemes, on a | 
Statewise basis, for mobilising additional resources for health promotion and ensuring 
that the community shares the cost of the services, in keeping with its paying Capacity. 


Para 17: Medical legislation 


It is necessary to urgently review all existing legislation and work towards a unified, 
comprehensive legislation in the health field, enforceable all over the country. 


Para 18: Medical research 
Special atiention should be paid to: 


1) containment and eradication of the existing, widely prevalent diseases 

ii) _ translation of available know-how into simple, low cost, appropriate technologies 
ii) applied operational research for improving cost effective delivery of health services 

iv) more effective treatment and preventive procedures for blindness, leprosy and TB 

v) contraceptive research, and 

vi) nutrition research. 


Para 19: Inter-sectoral cooperation 


It is necessary to secure inter-sectoral coordination of the various efforts in the fields of 
health and family planning, medical education and research, drugs and pharmaceutical 


agriculture and food, water supply and drainage, housing, educati 
and rural devellpment. 8, education and socal welfare 


Para 20: Monitoring and review of progress 


It would be of crucial importance to monitor and periodically 


review the success of th 
efforts made and the results achieved in reference to the goals : 


‘Comments about national health policy 


The Health Policy is a valuable document and 
_ health planning. However, it has been critici 


i) 


0) 


Appendices 


provides a clear framework for national 
sed on the following gounds. 


' The policy talks of poverty alleviation, (e.g., through the minimum needs 


programme), as a necessary precondition for Health For All. However, the policy 
does not speak even once about social justice (in health and in other fields such as 
land reforms and wages), which is an essential prerequisite for Health For All. 


No definite programme has been suggested for promoting community participation 
in health. 
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APPENDIX 3 


Memorandum Submitted to the High Power Committee on Nurses and Nursing 
Profession by the Trained Nurses’ Association of India on Behalf of Nurses 
in India* 


Section-VI 
The Nursing Structure 


The existing nursing structure, organised after Independence, has remained somewhat | 
stagnant. It has neither grown nor developed to keep the desired pace with the 
expansion of the health services in the country. Despite health survey committees, 
recommendations in 1946 and 1954 scarce attention has been paid to improvement in 
the nursing profession suggested by these committees. This is-so because of the . 
subordinate status of the profession and the implementation power of these resting with 
the non-nurse administrators. Though there has been some upgradation in nursing 
education, increase in nursing positions and creation of these at the Health Directorates — 
at the Centre and in the State Governments, these developments have not surfacéd much 
in terms of availability of improved nursing care to the masses. Obviously, this is so 
because of the isolation of nurses from the planning process and the decision making 
machinery of the government. 


What we see today is that the valuable contribution of the nursing profession is greatly : 
undermined. Non-nurse health planners fail to appreciate the significant contribution of 

the nursing profession to the protection and promotion of health of the people: They fail | 
to recognise the underdeveloped and undeveloped leadership potentials of the Nursing — 
profession. Instead of giving this established health care profession its due place in the 
system it has purposefully neglected and lowered the profession to such an extent that 


-nurses at any level have no autonomy to function independently and pursue the 


profession in pace with the trends in health care system. 


The growth and development of health services and health manpower over the period of 


nearly seven five year plans reveals the lopsided development in various categories of 
4 i 


health professionals. 


In view of the present position in Nursing, nurses at various levels are so 


placed in the organisational set-up that their involvement in policy formaulation 

is not possible. Specially at the Centre the highest positions in Nursing are 

merely advisory. There is hardly any coordination of Nursing Service, Education and - 
community care. Even in the State Health Directorates, each position is attached | 


_ with a medical person rather than with nurses. In such an isolated situation 


the Nursing profession has remained fragmented and underdeveloped with the result 


_ that Nursing positions are often abolished than expanded and mostly filled on an 


adhoc basis. Hardly any efforts are made to fill these positions and prepare Nursing 
leaders. ee - 


Nursing is a profession and a distinct service in its own right. It is equipped with 
necessary comptetence required to be responsible and accountabie to the Nursing 


components in providing health care to the people as colleagues with other health 
professionals. | 3 3 


' Therefore, it is essential that Nursing components of the health care. be directed by 


nurses themselves. We have nurses with professional background of Ph.D. level } 
available in the country to take up such leading positions. The Association recommends — 


the following organisational structure for equipping nurses with the needed authority and 
support to function effectively: | . 


* 


* As in Govt. of India, Report of High Power Committee on Nursing and Nursing Profession. 
PP eOe 183. 


Organisational Structure of Nursing at Central Level 


Secretary Health 


Director General Health Services 


Addl. D.G. 
PH Addl. DG. Addl. D.G. 
: Nursing Medical 
_ Dy. Di. G. Nsg. PH Dy. Dir. G. Nsg. (Hosp.) Dy. Dir, G.Nsg. Education & 
; Ll 1 ae ai 
SS  — 
A.D.G.PH. A.D.G.PH  A.D.G. Nsg. A.D.G. Nsg. A.D.G..Nsg. A.D.G. Nsg. 
Nsg. Rural Rsg. urban Hosp. Urban Rural Education Planning, 
; Research 
& Evaluation 
Organisational Structure of Nursing at State Level 
Secretary Health 
D.H.S. D.H.S. Nursing 
DDHS Nursing DDHS Nursing DDHS Public 
Education and Hospital = Health Nursing 
Research Services : | 
ie] etal | 
ADHS (Nsg.) A.D.H.S (Nsg.) ADHS (Nsg.) 
Education and ; Hospital ' Public Health Nsg. 
Research ie 
Principal Nursing Nursing Regional Nsg. 
Tutor Superintendent Health Nurse 
| 
Senior Tutor Dy. Nursing District Public 
Superintendent Health Nurse 
Tutor Asst. Nursing Public Health 
| Superintendent/Dept. Sister - (Sr.) 
| 
Clinical Nsg. Sister/Supervisor Public Health 
Instructor Nurse (Jr.) 
Staff Nurse L.H.V /Health 
Supervisor 
A.N.M /Health 
Worker 


al structure is suggested for the Railways, Municipal Corporations, 


A similar organisation ther than Health Ministry and Major Central Undertakings, 


Institutions under Ministries 0 
ec. 


Staffing Norms 
t from the very beginning of health planning en 

ae , at nurses are in short supply to keep pace wi 
ome a. eal a conducted a number of health surveys by | 
inet oif ed before and after Independence. These were Bhore Committee 
pee Bec sexinitter (1961), Kartar Singh Committee (1974), Shrivastava 
bess ae 7S d some others. While these committees mostly concentrated their 
a ae cient of Medical Education, very little was done in the sphere of 
atten : 


Nursing Manpower development. 


The Nursing manpower requiremen 
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The Bhore Committee in 1946 recommended one qualified nurse for 500 populatio - : 
one ANM for 5000 population to be achieved by 1971. With this — wes . 
one nurse for 1:5 beds, we shall need nearly two million nurses to care for nearly 1000 


million population at the turn of the century. 
The present growth rate of Nursing manpower in on the dificit side both in quality and 
quantity to meet the health care needs of the society. 


The Manpower requirment for hospital and and community care projected by the Health 
Manpower, Planning, Production and Management Expert Committee of the Government 
of India in 1987 suggested the following norms for the hospital and the community care. 


Manpower Requirement for Hospital Nursing Services 


Categories Basis of Calculation : Nursing manpower 


requirement 


1986 1991 2001 AD 


Nursing Superintendent _ 1: 200 beds 2,500 3,051 4,955 
Deputy Nursing Supdts. 1 : 300 beds 1,700 2,034 | 3,003 
Departmental Nursing 7: 1000 + 1/Addl. 4,080 4,880 _ 192889 
Supervisors/Sisters 1000 beds (991 + 7 + 991) ie 
Ward Nursing 8 : 200 + 30% leave 26,520 31,730 51,532 
Supervisors/Sisters reserve i 
Staff Nurses for Wards 1:3 (or 1 :9 for each 2,21,000 2,64,427 429,432 

; shift) + 30% leave reserve 
For OPD; Blood Bank, 1 : 100 Opt. (1 bed: 5 Opt.) 33,160 39,664 64,415 
X-Ray, Diabetic Clinics, + 30% leave reserve 
CSR etc. 
For Intensive (8 Beds 1:1 (or 1: 3 for each 26,520 31,730 — 31,530 
ICU/200 beds) shift) + 30% leave reserve | ; 
For specialized depart- - 8 : 200 + 30% leave reserve - 26,520 31,730 51,530 


ments and Clinics such 
as OT, Labour Room . 


Et 


Total Boa, 3,42,050 4,09,246 6,64,623 
SS” ee 
er ee eo 3 

Community Care ' Number Nurse Midwife Female Health 

Required Worker required - 
Community Health 743 « 52,052 = 
Primary Health Center 26,439 26,439 26,439, 
Sub Centre . 1,61,941 - 1,61,941 
Total requirement 78,491 188,380 


The placement of nurses in these areas do not indicate Nursing Supervisory support 
necessary for quality performance. Especially at the community health centre level, 
there should be at least one public health nurse to supervise the work of 7 nurse 
midwives. At the sub-centre level also, all categories of personnel are only auxiliaries 
like Health Workers, Health Assistants, Health Guides and Traditional Birth Attendants. 


important. 


° 9, | 
As per INC statistics of 87 we have hardly 2,299 nurses qualified till 1987. With the 
present rate, 8,992 nurses per annum would add-up bareiy to 7,04 nurses. The projected 
requirements will need facilities to produce nearly 4 lacs more nurses. : 


The Association also feels that these projections are based merely on the basis of bed 
allotment to hospitals. But in actual Situation the patient census is usually on under 


statement of t tL ; 
the actual number of patients. More nurses are required to look after the Appendices 


_ extra patients in the corridors and 
extra, on the floor. Obviously, und ituati 
_ time in looking after the patients is greatly increased ———— 


A Blueprint for the Community 
The Bajaj Committee had made certain useful recommendations with regard to the 


oe cagliea = ee community. These are being outlined below in brief, and should 
| Pp ind while preparing the blueprint for the Community Health Nursing care 


structure. 

Every 

2,500 Population Health Worker (F) : 1 

10,000 Population Health Supervisor: 1... The Health Supervisor should be given 
{ ; j CGN course in phased manner. 
* 30,000 Population (PHC) Public Health Nurse with special training. She should be able to: 


screen high risk mothers and children with nutritional problems, 
etc., independently, help Medical Officer Incharge. 


| 1,00,000 (Community Health Centre) 
Nursing Officer (PH) Gr. DT 
(Gazetted Class-I Junior) 
Post equivalent to Departmental Sister 
Qualification: B.Sc. Nsg. or M.Sc. Nsg. preferred 
_ Assistant District Nursing Supervisor: 2 Posts in each District. 
(Nursing Officer (PH) Gr. I) ae 
Qualification: M.Sc, Nsg. (Equivalent to Dy. Nursing Superintendent) 
District Nursing Supervisor 
(Nursing Officer (PH) Gr. I) 
_ Gazetted Class I Senior) 
Qualification: M.Sc. Nsg. (Equivalent to Nursing Superintendent) 
Career Mobility from Health Worker (F) to Nursing Cadre 
S.S.L.C. + 2 = Health Worker (F) 
(Equivalent to PUC) 
Health Worker (F) Course + 1 Year = Health Supervisor 
Health Supervisor + 1 year = G.N.M. 
G.N.M. + 2 yrs. = B.Sc. Nsg. (PC) 
There onwards in usual further course. 
More centres for CGN course for Health Supervisor and more Post-certificate B.Sc. 
Nursing Courses should be started in all States. The funding of these courses should be 
made available by the Government of India. 


A Vital Necessity 


As pointed out elsewhere Nursing functions performed by a qualified Nurse, Auxiliary 
Nurse Midwife and even a student are not generally demarcated and specified in the 
hospital setting. Under the circumstances, qualified nurses are replaced by pepe ees and | 
students, thus contributing to unsafe and poor nursing care. Therefore, —. 
finds it vitally necessary that Nursing functions cabanas of Nursing personnel: be 
studied, specified and clearly demarcated. Nurses’ manpower a 


orgenised to share these functions. 
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Recommended Org 


Addl. DG(PH) 


“ADG (Community 
Nsg. service) 


DADG 


(Community Nsg.) 
service 


Community Nursing 
Officer 
PHN Supervisor 


| 
PHN 


LHV 


anisational set-up at the Directorate 
Institutions Under the Central Government 


DGHS 
Addl. DDG(N). 


ADG (Nsg. Education 
& Research) 


el 
DADG 
(Nsg. Education) 
(Hospital) 


Principal Tutor 
School of Nsg. 
| . 
Senior Tutor 
1 


Tutor 


Clinical Instructor 


General of Health Services and the 


Addl. DG(M) 


ADG (Hospital 
Nsg. Services) 
| 
DADG 
(Nsg. Services) 


Nsg. Suptd. 


Dy. Nsg. Suptd. 
Asst. Nsg. Suptd. 
| 
Ward Sister 


Staff Nurse 


Note: 


a) The positions up to the DADG level are proposed to be at the office of the Directorate 
_ General of Health Services, positions below the level of DADG are to exist at the 
Institutions governed by the Central Government. 

b) The Principal, College of Nursing, will be equal to the rank of ADG(N) and will be eligible 


for promotion to the post of DDG(N)/Addl. DG(N). The salary scales and structure of the 
staff of Colleges of Nursing will be as per norms of the Indian Nursing Council and the 


UGC. 


Recom ) 
mended Organisational set-up at State/Union Territory Level Appendices 


Secretary Health 


_ Director Nursing Services 


Joint/Deputy Director Nursing Services 


ADNS ADNS ADNS 
Community Nsg. Nsg. Education & Res. Hospital Nsg. Serv. 
| | 
DADNS DADNS DADNS 
Community Nursing Nsg. Edn. & Res. Nursing Service 
| bee 
Dist. Nsg. Officer Principal, School of Nsg. Nursing Suptd. 
= | | 
P.H. Nsg. Office Senior Tutor Dy. Nsg. Suptd. 
| ee 
P.H.N. | PHC Tutor Asst. Nsg. Suptd. 
| 
LHV aM Clinical Instructor Ward ac 
| 
Sst ae Staff Nurse 
| . 
LNM | 


ee 


Note: The Principal, College of Nursing, will be equal to the rank of ADNS and will be eligible for 
promotion to the post of DDNS/DNS. The salary scales and structure of the staff of Colleges of 
Nursing will be as per norms of the Indian Nursing Council and the U.G.C. 


Health for All Recommended Organisational set-up at the District Level 


Director Nursing Services 03 ; 
Dy. Director Nursing Services 
Asst. Director Nursing Services 


Dy. Asst. Director Nursing Services 


D.M.O. District Nsg. Officer D.H.O 


Asst. Dist. Nsg. Officer ae | Asst. Dist. Nsg. Officer . 
(Hospt & Nsg. Edn.) . (Community) 
Nsg. ca Nsg. Suptd. Principal Tutor Dist. P.N.O 
Asst. Nsg. Suptd. aa HN Supervisor 
| | a ; (CHC) — 
Ward Sister Tutor | ~ HN (PHC) 
Clinical Instructor LHV/HS 
Staff Nurse ; ae LHV 
ANM 


APPENDIX 4 Appendices 


JOB RESPONSIBILITIES OF HEALTH WORKER (FEMALE) 


.. | 
Note: Under the multipurpose workers scheme, a health worker (female) is expected 


to cover a population of 5,000. She will Carry Out the following functions: 


1. Maternal and child health 


1.1 


1.2 


1.3 


1.4 


LS 


1.6 


7 


1.8 


#9 


1.10 


Register and provide care to ; 
pregnant women throug 
pregnancy. ' roughout the period of 


Test urine of pregnant women for albumen and sugar and estimate 
haemoglobin level during her home visits and at the clinic. 


Refer cases of abnormal pregnancy and cases with medical and 


gynaecological problems to the health assistant (female) or the primary health 
centre. 


Conduct deliveries in her area. 
Supervise deliveries conducted by dais and assist them whenever called in. 


Refer cases of difficult labour and newborns with abnormalitics and help 
them to get institutional care and provide follow-up care to patients referred to 
or discharged from hospital. 


Make at least three postnatal visits for cach delivery conducted and render 

advice regarding care of the mother and care and feeding of the newborn. 

Assess the growth and development of the infant and take any necessary 

action. 

Help the medical officer and health assistant (female)in conducting MCH and 

family planning clinics at the sub-centre. / 


Educate mothers individually and in groups for better family health including 
MCH, family planning, nutrition, immunization, control of communicable 


‘diseases, personal and environmental hygiene and care of minor ailments. 


2 Family planning 


2A 
2:2 


2.3 
2.4 
cae 


2.6 


AE | 
2.8 


Utilize the information from the Eligible Couple Register for the family 
planning programme. — = 
Spread the message of family planning to the couples and motivate them fo 
family planning individually and in groups. 

Distribute conventional contraceptives to the couples, provide facilities and 
help the prospective acceptors in getting family planning services, if necessary, 
by accompanying them or arranging for the dais to accompany them to 
hospital. ; 

Provide follow-up services to female family planning adopters, identify side- 
effects, give treatment on the spot for side-effects and minor complaints and 
refer those cases that need attention by the physician to the PHC/hospital. 
Establish female depot holders, help the health assistant (female) in training 
them, and providing a continuous supply of conventional contraceptives to the 
depot holders. 

Build rapport with acceptors, village leaders, 
for promoting family welfare programmes. | 
Identify woman leaders and help the health assistant (female) to train them. 
s and utilize gatherings for educating 


dais and others and utilize them 


Participate in mahila mandal meeting 
women in family welfare programmes. 


3. Medical termination of pregnancy 


3.1 


Identify the women requiring h 
refer them tot 


elp for medical termination of pregnancy and 
he nearest approved institution. 
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. . *aqe . * rmi * : i 
3.2 Educate the community of the availability of services for medical termination 


of pregnancy. 
Nutrition 7 , 
4.1 Identify cases of malnutrition among infants and young children (0 to 5 
years), give the necessary treatment and advice and refer serious cases to the 


PHC. 
42 Distribute iron and folic acid tablets as prescribed to pregnant and nursing 
mothers, infants and young children ( 0 to 5 years ) and family planning 


acceptors. | 
43 Administer vitamin ‘A’ solution as prescribed to children from 1 to 5 years. 


4.4 Educate the community about nutritious diet for mothers and children. 


Communicable diseases 


5.1 Identify cases of notifiable diseases, i.e. cholera, plague, poliomyelitis, and 
persons with continued fever or prolonged cough, or spitting of blood, which 
she comes across during her home visits and notify the health worker (male) 


about them. 
Immunization y 


6.1 Immunize pregnant women with tetanus toxoid. | | FE 
6.2 Administer BCG vaccination to all newborn infants, and DPT vaccination, oral 
~ poliomyelitis vaccine (where available) and BCG vaccine (if not given at q 
birth) to all infants ( 0 to 1 year). S 


- Dai training 


7.1 List dais in the intensive and twilight areas and involve them in promoting 
family welfare. 


7.2 Help the health assistant (female) in the training programme of dais. (Also. 


refer to 1.5 regarding supervision of dais.) 
Vital events 


8.1 Record births and deaths occurring in the births and deaths register and report 
them to the health worker (male). 


Record keeping 


9.1 Register (a) pregnant women from three months of pregnancy: onwards; 
(b) infants zero to one year of age; and (c) women aged 15 to 44 years 
through systematic home visits and at the clinic. 


9.2 Maintain the prenatal and maternity records and child care records. 


9.3 Assist the health worker (male) in preparing the Eligible Couple Register, and 

- maintaining it uptodate. 

9.4 Prepare and submit the prescribed periodical reports in time to the health 
assistant (female). 


9.5 Prepare and maintain maps and charts for her area and utilize them for 
planning her work. 


10. Primary medical care 


10.1 Provide treatment for minor ailments, provide first aid for accidents and | 


_ emergencies, and refer cases beyond her competence to the primary health 
centre or nearest hospital. - 


11. Team activities 


11.1 Attend and participate in staff meetings at primary health centre/community 


development block or both. 


“ | Job Responsibilities of Health Assistant (Female) Appendices 


Note: Under the multipurpose workers scheme, a health assistant (female) is expected 

4 to cover a population of 20,000 in which there are four subcentres, each with 
one health worker (female). However, in future she may cover one PHC with 
six sub-centres having 5,000 population each. . 


The health assistant (female) will carry out the following functions: 


1. Supervision and guidance 


s 
“ 


= Supervise and guide the health worker (female) in the delivery of health care 
services to the community. 


~ 1.2 Strengthen the knowledge and skills of the health worker (female). 


1.3 Help the health worker (female) in improving her skills in working in the 
community. 


14 Help and guide the health worker (female) in planning and 
organising her programme of activitics. 
iS Visit each sub-centre at least once a weck on a dixed day to observe and 
_ guide the health worker (female) in her day-to-day activities. 


1.6 Assess periodically the progress of work of the health worker (female), and 
; submit an assessment report to the medical officer of the primary health 
centre. eee 


1.7 Carry out supervisory home visits in the area ‘of the health worker (female). 
2. Team work | 

2.1 Help the health worker to work as part of the health team. 

2.2 Coordinate her activities with those of the health assistant (male) and other 
health personnel including the dias. 

23 Coordinate the health activities in her area with the activities of workers of 
other departments and agencies, and attend meetings at block level. 

24 Conduct regular staff meetings with the health workers in coordination with 
the health assistant (male). 

2.5 Attend staff meetings at the primary health centre. 

2.6 Assist the medical officers of the primary health centre in the organisation of 
the different health services in the area. 

2.7 Participate as a member of the health team in mass camps and campaigns in 
health programmes. 


£3. Supplies, equipment and maintenance of sub-centre 


3.1 In collaboration with the health assistant (male), check at regular intervals the 

* stores available at the sub-centre and help in the procurement of supplies and 
equipment. 

3.2 Check that the drugs at the sub-centre are properly stored 
equipment is well maintained. : 

3 Ensure that the health worker (female) maintains her general kit and 
midwifery kit in the proper way. 

3.4 Ensure that the sub-centres is kept clean and is properly maintained. 


and _ that the 


4. Records and reports 
41. Scrutinize the maintenance of records by 
her in their proper maintenance. | 
42 Maintain. the prescribed records and prepare the necessary reports. 


i kers (female), consolidate them, 
rts received from the health wor 
i es note pastel reports to the medical officer of the primary health | 


centre. 


the health worker (female) and guide. 


Health for All 5. Training 
5.1 Organise and conduct training for dais with the ass 
(female). 


istance of the health worker 4 


6. Maternal and child health 


6.1 Conduct weekly MCH clinics at each sub-centre with the assistance of the 


health worker (female). Se 
6.2 Respond to calls from the health worker (female) and trained dais, and from 
the health worker (male) and render necessary help. 


7. Family welfare and medical termination of pregnancy 


7.1 Conduct weckly family welfare clinics (alongwith the MCH clinics) at each 
sub-centre with the assistance of the health worker (female). 

7.2 Personally motivate resistant cases for family planning. - 

7.3 Provide information on the availability of services for medical termination of 
pregnancy and refer suitable cases to the approved institutions. | 

74 Guide the health worker (female) in establishing female depot holders for the 
distribution of conventional contraceptives and train the depot holders with the 
assistance of the health worker (female). 


a 


8. Nutrition 


8.1 Identify cases of malnutrition among infants and young children (zero to five 
years). give the necessary treatment and advice and refer serious cases to the - 


primary health centre. 
9, Immunization 


9.1 Supervise the immunization of all pregnant women, and infants (zero to one 
year). 


10. Primary medical care 


10.1 Provide treatment for minor ailments, provide first aid for accidents and 
emergencies and refer cases beyond her competence to the primary health 
centre or nearest hospital. 


10.2 Attend to cases referred by the health workers and refer cases beyond her 
competence to the primary health centre or nearest hospital. 


11. Health education 


11.1. Carry out educational activities for MCH, family planning, nutrition and 
_immunization with the assistance of the health worker (female). 

11.2 Arrange group meetings with readers and involve them in spreading the 
message for various health programmes. . 

11.3. Organize and conduct training of woman leaders with the assistance of health 
worker (female). 

11.4 Organize and utilize mahila mandals, teachers and other women in the 
community in the family welfare programmes. 
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APPENDIX 5 


1991 POPULATION DATA SHEET 


Popu- Annual 
me: exponential 


2.14 


44006 
406 
55859 
| 2757 
Gate «= 139112, 2.27 = 2.29 «25.31 35.1 
West Bengal 68078 ««o2.21s—ia0s—(‘ié. SG 


11.1 24.0 93.0 


Union Territories 


_ | A&N Islands 281 3.97 4.98 65.46 199° -a5a 14.2 NA NA 
| Chandigarh 642 3.524.( 561 72.34 14.1 4.0 10.1 NA NA 
D&N Haveli 138 2.99.2... 38 26.98 30.4 11.4 19.0 NA NA 
Daman & Diu 102 2.521 232 59.40 27.8 9.0 18.8 NA NA 
Delhi 9421 415 4.29 66.99 24.1 6.0 18.1 NA NA 
Lakshadweep 52 2st" 231 72.89 27.1 4.7 22.4 NA NA 
Pondicherry ==. 808 2.90 2.50 65.63 18.9 6.4 12.5 NA NA 


Information under cols. 2 to 6 is as per 1991 Census Data Sheet. 


Information under cols. 6 to 9 is as per SRS provisional estimates for 1991. 


Information under cols. 10 is as per SRS estimates for 1989. 


NA - Not available. 
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IX 6 
Health for All APPEND 


Dais Training Programme: Statement I 


Estimated — Dais sd ber pie 
CA eect Not ae. ang, 
Dais 1.4.89 1989-90 1989-90 as on infor- 
oa we iene (April 89- 31-12-1989 mation 
1.4.1989 1974 Dec 89) since 1974 a relates 
ne. ee 
1 4 a 4 5 6 a 8 
er re ee 
v Andhra Pradesh °°3045~- 44835 “1000 INR 44835 ** 313.87 
2, Arunachal Pradesh *** Nil 286 CN 106 392 31.12.89 
3.. Assam 500 12275 250 1704 13979 31.12.89 
4. Bihar INR 56029 500 INR 56029 31.3.85 
5. Goa Na oe Nil Nil 178 31.12.89 
6. Gujarat 3672 30841 uc 750 841 31682 "31.12.89 
7. Haryana 500 11568 250 90 11658 31.12.89. 
8. Himachal Pradesh INR 9399 50 _ NIL 9399 31.12.89 
9: 12K INR 4244 500 INR 4244 31.3.85 
- 10. Kamataka 6634 36500 uc 1750 863 37363 uc 31.12.89 | 
11. Kerala **** Nil 2906 Nil Nil 2906 31.12.89 
12. Madhya Pradesh INR _—_ 43383.-—~SS—s«1000 12 43395 30.9.89 
13. Maharashtra 5000 47480uc 500 29 47509 31.12.89 
14. Manipur INR © {9 3is9. 25 INR 1259 30.6.88 
15. Meghalaya Nil 1137 Nil INR Gade 33ST 
16. Mizoram 50 900 5 INR 900 31.3.89 
17. Nagaland Nil Nil Nil Nil Nil = 31.12.89 
18. Orissa 40000 34817. 750 5 34822 30.9.89 
19. Punjab 600 22213 Nil Nil 22213 30.9.89 
20. Rajasthan 7856 - 19889 300 t= 9896 30.9.89 
21. Sikkim INR 254 Nil Nil 254. —-31.12.89 
22. Tamil Nadu 13782 35986 250 58 36044 30.9.89 
23. ‘Tripura NIL 1427 50 NIL * 1427 31.12.89 
24. Uttar Pradesh Nil 141809 —:1000 883 142692 31.12.89 
25. West Bengal INR —- 25274 ~—-1000 INR 25274 31.3.85 
26. A&N Islands 150 104 25 22 126 31.12.89 
‘27. Chandigarh 165 367 20 26 393 31.12.89 
28. D & N Haveli Nil 238 Nil INR 238 UC 31.12.88 
29. Daman & Diu — * * * * Sees 
30. Delhi | INR _ 180 20 INR 180 0.9.87 
31.. Lakshadweep . INR 21 NIL NIL 21 30.9.89 
32. Pondicherry Z 397 5 10 407 31.12.89 
Total 81979 586196 10000 4656 590852 
Notes INR Information not received. 
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* 

* 

* 
tow 


S 
re) 
| 


meeting held in Jan.1988. 
The number of trained dais prior to 1974 was 43,500 which is not 


included in the above statement. 
= _ Information include in Goa (figures are provisional) 


Dias training programme has since been By from 1980 onwards in 
Kerala State 


No system of traditional Dais is practised in Aranadhat Pradesh. — 
Under clarification 


Figures taken from status Report on Bare Health Care received i in 


Sl. 
No. 


1 


PON AMNAYWHN A 


WwW wWY HY NYDN ND. 
FP SBReXiRaHaESRESSerRIAARERES 


. No.of . 

State/UT ‘No. of villages ; uaa on 

Inhabited having VGH covered which 

Villages committees under VHG information 

a i 
Andhra Pradesh 27379 22022 22022 31.3.87 
Arunachal Pradesh 3257 11200 11200 31.12.89 
Assam *** 21955 11200 ~ 11200 31.12.89 
Bihar  67546— INR INR 31.3.85 
Goa, Daman & Diu 412 Nil Nii 31.12.89 
Gujarat 18111 Nil 18111 31.12.89 
Haryana 6745 2448 6745 31.12.89 
Himachal Pradesh 16807 1054 16807 31.12.89 
J & K ** 6477@ = whe i 
Karnataka - 27028 Nil 14656 30.6.89 
Kerala ** 1362 oo —. ee 
Madhya Pradesh 76603 51309 70000 30.9.89 
Maharashtra 39354 25667 39354 31.12.89 
Manipur 2082 2082 2082 30.6.88 
Meghalaya 4874 4000 4000 31.3.87 
Mizoram 737 737 737 31.3.89 
Nagaland 1112 40 540 31.12.89 
Orissa "50887 21969 23297 30.9.89 
Punjab 12138 6862 12138 30.9.89 
Rajasthan 34968 1923 21000 * 30.9.89 
Sikkim _ 440 7 240 31.12.89 
Tamil Nadu ** 15831 —_ — me 
Tripura 4727 148 39 - 31.12.89 
Uttar Pradesh 112568 35775 35775 31.12.89 
West Bengal 38024 3305 $ 38000 — 31.3.85 
A &N Islands 491 7 286 31.12.89 
Chandigarh 22 22 Nil 31.12.89 
D & N Haveli 72 Nil as Le 
on 214 Nil 2 30.9.87 
i 7 7 30.6.89 

Lakshadweep 
fccaiess 3 292 at 292 31.12.89 
Total 592522 190584 ae 


He 


- Information relates to the 


_ APPENDIX 7 


Committees (VHGs) Functioning as on 31.12.89 


Information not received. 
= The 1981 census could not be held 
figures are as per 1971 census. 
Figures excluded for 
China where census could not be 
= This figure relates to the existing 
Alternative Health Guide Scheme is function 
period 30.9.87 


(Figures are provisional) 


these areas W 


Villages Covered under Village Health Guide (VHG) Scheme & No. of Village Health 


due to disturbed conditions in Assam, so the 


hich are under unlawful occupation of Pakistan, 
taken up by States Govt. 
Health Committee and Villages Panchayats. 
ing in these States. 
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APPENDIX 8 


Health Man Power Working in Rural Areas’ 


(Figures are provisional) 


2 as i Nae ea 


Workers Pharmacists upto 
Sl. State/UT Heal Workcers(Male) SA which 
No. — toler 
S Pp V S P Vv S_ F v mation 
relates 
: to 
ce = en 
1 2 3 eee 6 7 8 9 | ae | 12 
1. ehaPuet 9050 10S OS en 
2. Arunachal Pradesh — 155 155 Nil 155 155 Nil 188 188 Nil 31.12.89 © 
3. Assam 3313 3313 Nil 4706 3592 1114 801 gol Nil 31.3.89. 
4. Bihar 1161. - 1761 =~Na © 10041 7541 2500 1049 =: AS oe 313.85 
5. Goa 153° 198 146 140 6 9 SS ING 31a ee q 
6. Gujarat 5280 4461 819 6351 5323 1028 1073 732 341 30.9.89 
7. Haryana 2519 2131 388-2628 2505123 440 404 3631.12.89 
8. Himachal Pradesh 1225 1225 Nil 1734 1693 41 464 437 27 31.12.89 
9 J&K. 381 377 4 696 381; .° 315 if: 72 ‘Nil 313.854 
10. Kamataka 5498 4762 736 9221 8443 778 1758 uc 1437 uc 321 - 30.6.89 — 
11. Kerala ~ 3400 3176& 224 4449 4144 305 802 780 22 31.12.89 
12. Madhya Pradesh 9736 9328 408 11916 11148 768 465 435 30 30.9.89 E 
13. Maharashtra 8189 7967@@ 222 11381 11185 196 2515 2242 273 31.12.89 
14. Manipur 338 338 Nil 673 640 33 219 226 7+ 31.12.88 
15. Meghalaya 357 St Nil 383 340 43 90°: gt 19 31.3.87 
‘16. Mizoram 371 326 45 375 302 3 65 63 tile 31.3.89 
17. Nagaland 210 210 Nil 210 134 76 135 135 Nil 31.12.89 
18. Onssa _ 4592 4223 369 5051 4887 164 948 878 70 31.12.89 f 
19. ‘Punjab 2803 2386 417 3630 3592 38 1854 1610 244 30.9.89 
20. Rajasthan 3761 3420 341 7841 6860 981 2375 2355 20 30.9.89 
21... Sikkim Nie Ni@ Nil 295 283 12 Nil Nil Nil 31.12.89 
22. Tamil Nadu 4561. 3852 709 8558 8172 386 1417 1417 Nil 30.9.89 
23. Tripura 502 365 137 381 378 3 166 182 16+ 31.12.89 
24. Uttar Pradesh 11547 **11363 ** 184 23645 23645 Nil 2228 2228 Nil 31.12.89 
25. West Bengal 9070 9070 Nil 6283 6353 70+ 1223 1100 125s --3h388 
26. A & N Islands Nil Nil Nil 74 14 ~~ Nil 72 72 Nil 31.12.89 
27. Chandigarh 8 8 Nil . 14 14 Nil 2 Si Nil 31.12.89 
28. D& N Haveli 21 15 6 30 25 5 9 9 Nil 31.12.89 
29. Daman & Diu are = * * * * * * * 31.3.89 
30. Delhi 200 192 8 102 89 13 12 fi 1 30.9.87 
31. Lakshadweep NIL Nil_—sNil 9 9 Nil 12 12 Nil 30.9.89 
32. Pondicherry ize oS ee ee 40 40 Nil 31.12.89 
Toual £8078. 82071 6007198166 116555 9611 -9N6684BW Nose 
Note: uc = under clarification 
@ = MPW Scheme is not implemented ‘in Sikim 
ke = Figures relates to the period ending 31.3.85 
* = Separate information not available included in Goa 
& = Revised figures received from Kerala 
@@ = _ Revised figures received from Maharashtra state 
+ ae Exceeding the No. sanctioned 
S = Sanctioned Number 
P = Number in position 
Vv = Vacant posts 
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eT LAB. Technicians Nurse-Midwives ee 
CS TOE Ri ES which 
; . e “ s tacoma | ae 
. : 2 - 3 4 5 6 7 eae 9 
Bee Pradesh (851 480 = 371 610 480 130: 31.3.87 | 
2. Arunachal Pradesh 39 39 Nil 6 ee Nil 31.12.89 
3. Assam 286 286 Nil 35 48 ag 3+ 31.3.89 
4. Bihar 636 636 Nil INR INR INR 31.3.85 
35. Goa, Daman 
3 & Diu 21 20 me 4g 14 1. 31.12.89 
6. ~— Gujarat 858 656 202 987 536 451 31.12.89 
7. Haryana 549 437 12. . 2415.5. 28 $22... 31.12.89 
8. Himachal Pradesh 528 484 44 512@ 484 28... 31.1289 
m 9 J&K 43 a: Ni: 24 214 NIL 31.3.89 
+» 10. Karnataka 695 344. 351 465 317 148 306.89 
iL. Kerala 253-284 19 438 429 9 31.12.89 
"12. Madhya Pradesh 505 470 35 INR INR INR 30.9.89 
_ 13. Maharashtra 1205° 1082 123 2028 1779 249 31.12.89 
14. Manipur 19 9 10 89 89 Nil 31.3.89 
15. Meghalaya oe 8 118 110 Be eUs5 S87 
16. Mizoram 30 28 29 = apg Nil 313.89 
17. ‘Nagaland 31 26 5 20 20 Nil 31.12.89 
18. Orissa “ae 416 Nil 2457-1920 537 31.3.89 
19. Punjab 832 703 129 674 460 214 30.9.89 
20. . Rajasthan 898 685 213 INR INR INR 30.9.89 
21. Sikkim 20 7 13 Nil Nil Nil 31.12.89 
22. Tamil Nadu 594 594 Nil 886 886 Nil - — 30.6.89 
23. Tripura 25 38 i3.485 125 Nil 30.9.89 
24. Uttar Pradesh 899 869 30 259* 259* Nil 31.12.89 
25. West Bengal 439 350 89 1981 1964 aT 31.3.85 
26. A &N Islands 49uc 49 Nil 38 38 Nil 31.12.89 
27. Chandigarh 6 6 Ni Nil 31.12.89 
28. D &N Haveli pk tiers Nil 3. 3 Nil 31.3.89 
29. Delhi 30 28 2 i7 16 1 —30.9.87 
30. Lakshadweep 11 11 Nil 19 17 2 30.9.89 
Me montichery —- 19 19°~=SOWNNil 14 14 Nil 31.12.89 
Total 10814 9068 1746 ~~. 14737 128231914 
_ Note: INR = Information not received 
* = Sanctioned and in position as on 31.3.85 
ie fa Figures relates to the period ending 31.3.86 
@ = Figure relates to the period ending 31.12.87 
ig = Exceeding the No. sanctioned. 
uo = Under clarification 


(Figures are provisional) 
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APPENDIX 10 


Number of recognised training centres for different courses in the state nursing 
councils and board of examinations during the year 1988 


Number of recognised training centres 
for different courses in 


S] Name of the State 
No. Nursing Council and 
Board of Examination 


1. Andhra Pradesh — — 58 58 | 3 a8 
2. Assam ; 4 20 20 20 1 i a 
3. Bihar = “4 °° 35 ae 1 ee 
4. Gujarat — 20 12 35 2 Be Peng: 
5. Haryana. I~ at 4 —_ 1 a 
6. Himachal Pradesh dob 4 4 8 oe r c. 
7. Kerala wit oe 50 18 sis ee Pe 
8. Mahakoshal ee i ee 
9. Maharashtra ae 40 33 ae way shee 
10. Madras — ee 18 3 pe is 
-11. Kamataka aa 31 21 4 ai: = 
12. Orissa ee 5 5 19 \ —_ i 
13. Punjab 3 aes 13 1 me a 
14. Rajasthan 12 9 8 27 : oo Ee ne 
15. Uttar Pradesh — 22 13 48 per. ae ene 
16. West Bengal. eee ae 28 ee ee 
17. Mid India Board 3 8 8 4 a re iz 
18. A.F.M.S, Examination : 
Board ; nies 18 ese m. ee ie 
Seas ; 23. 8 SS. 400 15 aes oo 


Source: — Indian Nursing Council ae 3 
Govt. of India, ‘Health Information India-1990' Ministry of Health and Family Welfare 
DGHS, Central Bureau of Health Intelligence, New Delhi. Nov, 1990. Sie c 


APPENDIX 11 


Number of Registered General Nursing Midwfery, Auxiliary Nurses, 
Midwives and Health Visitors as on 31.12.1988 


Sl. Name of the State 


Total Number of Quali 
No. Nursing Council and um of Qualified Personnel Entered 


in the State Register upto 31st December, 1988 


Examination Boards 

General Nursing Midwifery Auxilliary § Health 
—————— ee Nutso-Midwi- : Visitors 
Men Women ves/Health 
Workers 
1 = 3 4 5 ae 

_ 1, Andhra Pradesh 492 13919. 12809 1205 
2. Assam 158 2112 2054 46 
3. Bihar 54 8829 7501 «1509 
4. Gujarat 402 11728 5220 794 
5. Haryana . 115 3046 3511 162 
6. Himachal Pradesh 106 807 1274 137 
_ 7. Kamataka — 23401 | 20707 3787 
8. Kerala 315 19729 4078 315 
9. Mahakoshal 800 21461 13406 574 
10. Maharashtra 1505 36021 10469 546 
11. Madras 1019 35002 6228 1161 
12. Orissa | 4125 7662 500 110 
13. Punjab. 1265 ~ 20406 8534 1830 
14. Rajasthan . — 8076’ 10111 322 
15. Uttar Pradesh 553 10315 10809 2734 
16. West Bengal 381 11601 15712 585 
17. Mid India Board veseeeeeeeeeeecees Non Registering Body......c.csseesteses 
a Geet Cis eee ner nawnenneneennsverouson® | Sin nee Meee ne prs 
19. A.F.M.S. Examination Board — ------ ‘nina’ wigdecdieeman eleeeaey Ee 
Total : 11290 _ 234115 132923 15817 
Grand total 245405 132923 15817 


AFMS = Armed Forces Medical Services 
* Sex-wise break-up not available. 
Source: Indian Nursing Council 
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APPENDIX 12 


Level of Achievement of Some Norms All India Position as on 31.12.1989 


Parameters/indicators 


2 


Population covered by a Sub-centre 
Population covered by a PHC 


Population covered by a Community 
Health Centre 


No. of sub centres for each PHC 


No. of Primary Health Centres for 
each Community Healtin Centre 


Trained Village Health Guide 
Trained Dai 


Population served by health 
Workers(Male and Female) 


Ratio of HA(M):HW(M) 
Ratio of HA(F):HW(F) 


Average Area covered by a Sub-Centre. 


Average Area covered by a PHC 
Average Area covered by a CHC. 


Max. radial distance covered by a 
Sub-Centre ( in Km) 

Max-radial distance covered by a 
PHC (in km.) : 


Max. radial distance covered by a 
CHC (in km.) 


National Norms 


Norms achieved/ 


established | 
(Approximate) 

3 4 
3000-5000 Pop. 4851 
20,000-30,000 Pop. 30540 
About | 3.53 Lakhs 
1 lakh Pop. 

6 Sub-centres 6.3 Sub-Centres 
4 PHCs 11.5 PHCs 
One for each 1.38 Villages/ © 
Village/1000 1291 Population 
Population 
Atleast orie 1.00 Villages @ 
for each 1009 Population 
' village 
M: 3000-5000 7219 
F: 3000-5000 4998 
1:6 1:3.4 
1:6 1:6.8 
25.73 Sq.km. 
—_ 162.01 Sq.km. 
— 1872.09 Sq.km. 
2.86 Km 
7.18 Km 
24.41 Km 


4 
—— 


APPENDIX 13 


Manpower Requirement for Hospital Nursing Services 


— Categories .. Basic of Calculation Nursing manpower 
oe requirement 

1986 1991 —. 2001 
1. Nursing Suptds. . 1 : 200 beds 2500 3051 4955 
2. Dy. Nursing Suptds. 1 : 300 beds 1700 2034 3003 
3. Departmental Nursing 7 = 1000+1 4080-40 7928 

addl. 1000 beds | 

(991 X 7 — 991) 


4. Ward Nursing 
| Supervisors/Sisters 8 : 200 — 30% leave reserve 26520 31730 51532 
5. Staff Nurse for wards 1:3 (or 1: 9 for each 
| shift)-30% leave reserve 221000 264427 429432 
6. For.OPD, Blood Bank, | 


X-ray, Diabetic clinics, 1: 100 Opt. (1 : 5 Opt.) + 33160 39664 64415 
CSR, etc. 30% leave reserve 

7. For intensive units 1:1 (1: 3 for each shift) + 26520 31730. $1530 
(8 beds ICU/200 beds 30% leave reserve) 

8. For specialised deptts & 8 : 200 + 30% leave reserve 26520 31730 51530 


clinics, OT, Labour room 


Total 342050 409246 664623 
Nursing Manpower Requirements for Community Nursing Services 


Projected population _ 991,479,200 (medium assumption) 
Rural population 742,609,400 


i 


Infrastructure requirements by 2000 AD 


Community Health Centre - 7436 100000 
_ Primary Health Services 26439 

30,000 population for 
plain area Plain area 21482 
20,000 population for difficult area Difficult area 4957 
Subcentres 163941 

5000 population for plain area Plain area 128892 

3000 population for difficult area Difficult area 33049 


OD I EE ES a aa a TT TE 
Manpower requirement by 2000 AD 


Nurse ANM FH 
Midwives Supervisor 
Primary Health Centres 26,439 26,439 
Community Health Centre 52,052 
aR 


78,491 188,380_ 40,485 


Attendents will be required. 
Ne 


In addition to the above, 78491 Traditional Birth 
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- Source: Report of the High Power Committee on Nursing & Nursing Profession, Govt. of India, 


As per the norms reccommended, the Nursing Manpower requirement by 2000 AD will be: 
Urban Area 


(Hospital Nursing Services)—Nurse Midwives 664623 : 


Rural Area 
Sub-cetres ANM/F.H. Worker ° 37agso ae 
Health Supervisor 2 ; 107960 , 
Primary Health Centres P.H. Nurse. pene 26439 4 
Community Health Centres Nurse Midwives . ee 26439 3 
Public Health Nursing Supervisor | ans 7,436 q Bs 
Nurse Midwives _ a | 52,052 ‘ 
Distric Public Health pinesing Officer » eee page - 900 a 
Total Nursing personnel for Urban & Rural Nursing Services _- 
Nurse Midwives | Mh es “Health Supervisor AHM/HW 
664623 26439 | 107960 323882 
26439 7436 ee a " 
52052. 900 
743114 | 34875 


Ministry of Health & Family Welfare, New Delhi, 1989. 


wihtoos 
yea Tartan inne 


eT a ae ey Te Pe ee 


APPENDIX 14 


Health Manpower in Rural Areas as on 31.12.89 © 


eee 


Category | No. sanctioned. No. in position % Vacant 
2. Obst. & Gynaecologists — — 337 40.0 
3. Physicians 555 470 15.3 
4.  Paediatricians — 444, 276 ; 37.8 
5.- Doctors at PHCs : 23619 19487 17.5 

6. Third Medical Officer under VHG | 

Scheme 4511 2902 35.7 
7. Block Extension Educators 6076 5569 8.3 
. . Health Assistants (Male) 27297 24400 10.6 
9. Health Workers (Male) 8078 - 82071 68 
10. Health Assistants (Female)/LHV ~ 21773 5 Te 20.5 
11. Health Workers (Female)/ANMs 128166 118555 715 
12. Pharmacists 21665 19708 9.0 
13. Lab. Technicians 10814 9068 16.1 
14. Nurse Mid-wives 14737 12823 13.0 


Source: Government of India, Rural Health Statistics, Dec.1989, Ministry of Health and Family 
Welfare, DGHS, Rural Health Division, Dec. 1989. 
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